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This thesis argues the case for active citizenship in the context o f two systems of 
welfare and health. The argument evolves via an analysis of three philosophical models 
o f citizenship. Detailed analysis and discussion o f the tlnee models leads to the 
conclusion that one o f the models is the most appropriate for the practice of modern 
citizenship. The prefeiTed model is Neighbour-Centred and based on a communitarian 
philosophy. It embodies a pluralistic view o f the state which attributes equal functional 
significance to the state, the market, and the many groups which fall within the remit of 
voluntarism. Within the three models, various tensions are identified which manifest 
themselves in the operation o f two systems o f welfare and health.
Analyses o f the two contrasting systems o f welfare and health (American and British ) 
lead to the conclusion that neither system is satisfactory, based as they are on opposing 
political ideologies. The shortcomings within the systems lead to tensions which derive 
from the systems themselves and fr om the models previously described.
Critiques o f the two systems by Illich and Marx frirther highlight the observed tensions. 
It is argued that the presence o f these tensions is inevitable. To the extent that they are 
potential facilitators o f change then they may have a positive effect. When they result in 
disequilibrium in the systems they may be destructive.
I
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CHAPTER ONE : INTRODUCTION.
1.1 A Synoptic Overview of the Four Parts of the Thesis.
‘Defects’, ‘conflicts’ and ‘contradictions’ are words which have been used in association 
with welfare states since their inception. The perceived shortcomings have received 
attention from both right and left ideological stances at various times. But whereas 
contradictions invalidate a theoretical system of logic or mathematics, an actual political 
system can in practice survive contradictions in its official ideology. What can be shown to 
be a contradiction in a theoretical system manifests itself in practical political life as a set of 
tensions or strains in the practice o f citizenship or political debate about citizenship; and 
tensions or strains, provided they are not too acute, can be invigorating rather than 
destructive. Consequently, in this thesis I shall not pursue the negative path o f seeking out 
‘defects’ or ‘contradictions’ in systems o f health and welfare but shall pursue the more 
positive path o f discussing what I shall call ‘tensions’ in the systems, tensions deriving from 
different conceptions of citizenship. This view allows for a wider appreciation o f the 
various ideologies and govemment strategies which influence health and welfare systems.
The contemporaiy concept o f citizenship derives from various historical antecedents. More 
specifically it is possible to uncover three ‘models’ buried in ordinaiy discourse. A ‘model’ 
is an abstraction from a total structure. The aim of the thesis is to analyse the models, to 
dissect them, and from them to derive a fleshed out system which might serve as an 
acceptable theory o f citizenship in terms o f which health and welfare could be delivered.
The three models, in so far as they are abstractions, can be in tension with each other as well 
as having specific internal tensions. My aim will be to show how these tensions are 
manifested when the models are at work in actual political systems, and to arrive at a 
decision as to how the resulting disequilibrium can be accommodated within the systems.
The concepts o f health and welfare are vital components o f the whole notion of citizenship. 
But they too are concepts with their own internal tensions and complexities in their 
relationship to citizenship. They therefore require analysis.
The models o f citizenship and differing concepts o f health and welfare will be shown to 
exert pressures as they operate in two contrasted actual systems o f health and welfare. A 
predominantly individualist or laissez-faire system will produce a system with little state 
intervention, and the emphasis will be on individual responsibility and self-reliance (Telfer 
1976). A more collectivist approach, on the other hand, will involve a strongly 
inteiwentionist state, with an emphasis on collective provision of services and entitlement to 
such services. Each type will have positive and negative aspects, and from each will spring 
tensions. The two systems which I shall analyse i.e. the American and the British welfare 
systems, reflect the individualist and collectivist ideologies respectively, and within them 
one can see at work different models o f citizenship.
1.2 Method and Terminology.
It is commonplace in technical papers to offer definitions o f teclinical terms. It is less easy 
to produce definitions o f terms in a philosophical work. The reasons for this are of some 
interest. The first reason is that philosophical terms often refer to concepts o f a 
fundamental nature and the attempt to break them down into more basic elements is 
therefore bound to fail because there are no more basic elements.
The second reason why definitions are problematic is that definitions are strictly concerned 
with word usage, but philosophy is concerned with the concepts which underlie word usage. 
This is why recourse to a dictionary settles nothing since dictionaries simply record usage 
and provide synonyms which do not lead us to any more fundamental ideas. Nevertheless, 
dictionaries can sometimes provide clues to understanding concepts.
In philosophy the concern is therefore not mainly with definitions but with the analysis of 
concepts, and the conclusions o f such analysis appear at the end o f the investigation rather 
than at the beginning. This is particularly true of moral philosophy, because in moral 
philosophy the attempt is to propose ideals. In other words, moral philosophy is concerned 
with shaping concepts rather than with simply recording usage, and the shape o f the concept 
cannot be appreciated until the supporting arguments are in place.
An example o f this is the much criticised WHO 1946 definition of health. ‘Health is a state 
of complete physical, mental and social well-being, and not merely the absence o f disease or 
infirmity’ (WHO 1946). This is not a dictionary definition o f health because it is certainly 
not a report o f how the word ‘health’ is used. It might be said to be an analysis o f the 
components within the concept (as distinct from the word) o f health. But it is actually more 
than simply an analysis. It is recommending an ideal or a way in which we should 
understand health in the future.
hi view o f the complexities mvolved in dealing with the concepts with which moral 
philosophy is concerned, philosophers have developed their own methods. In this thesis I 
shall use mainly two methods: the method o f models and the method o f map work. Where 
there exists something which is very complex, it can be an aid to understanding if  we look at 
the complexities in terms of one or more simple models. For example, the complexities of 
planetary and solar systems can be more easily understood in terms o f a simple model o f the 
kind found in the Planetarium. In this thesis I shall employ simplified models o f citizenship 
as a fundamental method o f understanding a complex concept.
In devising a model we are selecting certain elements as being important and putting them 
into a given perspective. This is where the method of map work becomes relevant. Maps 
record the relationship between places and natural phenomena, but they do so from a given 
perspective. They are not neutral (Ryle 1949). Thus, a concept like ‘comimmity’ can be fully 
understood only if  it is mapped beside related concepts like ‘society’, but the mapping will 
involve placing the concepts in a chosen order. Whether we are using models or map work 
we are involved in recommending norms or ideals.
With these very general ideas in mind, I shall list the basic concepts with which this thesis is 
concerned. These are: community, citizen, health, welfare and tension. In all cases what I 
now say is preliminary and the entire thesis is required for the fuller amplification o f the 
concepts. Turning now to the concepts listed above, I shall attempt to provide an analysis 
and stipulate a way in which these words can best be regarded.
The concept o f ‘citizen’ presents problems o f definition largely because it is constantly 
evolving and therefore it is specific aspects o f citizenship which tend to be discussed rather 
than the concept as a whole. Unlike ‘community’ there appear to have been relatively few 
attempts to provide a fixed definition o f ‘citizen’ or ‘citizenship’. One of the very earliest 
definitions appears in the Greek Polis -’citizens are all who share in the civic life of ruling 
and being ruled in turn’ (Aristotle). At certain periods it has taken on an emotional appeal.
If we take first the concept o f ‘community’, clearly the dictionary definition o f the word will 
not do. This defines community as ‘a group o f people living in the same locality or having 
same religion, race, profession, interests etc.’ (Oxford Dictionary 1978). Even in ordinary 
discourse this is inadequate since most people attribute some emotional feeling to the term 
community, or assume that some form o f ‘good’ is implicit within it. Politicians and 
professionals draw on the benign connotations which are usually associated with 
‘community’. Thus we speak o f ‘care in the community’.
The wide variety o f meanings which have been attributed to the term ’community’ illustrate 
the difficulty in deciding on a satisfactoiy definition. Alternatively, one could say that there 
are so many senses in which ‘community’ is used that the context o f use is vital. Any 
definition of community must therefore be stipulative or be mapped from a given perspective. 
The concepts which underlie the term community are those elements which together combine 
to convey both the sense o f community as a feeling, and the idea o f  an association. The 
adjective ‘common’ is important here; it denotes ‘sharing’. These underlying concepts are: a 
common location or temitory, shared values, working together towards the good o f the 
community and a sense of fraternity which I shall re-label neighbourly solidarity (Ch.3, p49). 
There are several variations o f these elements available, but I suggest that these are the 
defining elements o f the concept o f community.
.si
The concept of community must also be seen in relationship to other associations and 
institutions. Thus, on a map, it is physically placed in close proximity to ‘the state’ and 
‘society’. The relationship to the state is crucial to citizenship since the type o f state i.e. 
democratic or totalitarian, will be instrumental in defining the way in which citizenship is 
practised.
î
An example of this is seen in the use of "citoyen ’ at the time o f the French Revolution when it 
embodied elements such as liberty, equality and fraternity (Heater 1990),
The dictionary definition o f citizenship confines its meaning to ‘inliabitant of the state’. But 
there are many elements which contribute to the whole concept of citizenship. These include 
status, identity, nationality. Citizenship also implies various rights held by the citizen against 
the state. These can be identified as civil or legal rights, political rights and social rights. Yet 
another dimension is the idea o f local versus global citizenship. All o f these elements 
underlie the concept o f citizenship, and hence any definition would necessarily have to 
encompass these. This would be cumbersome to say the least. Perhaps there is a case for 
saying that with regard to ‘citizen’ and ‘citizenship,’ no operational definition can be attached 
to concepts which are as complex as these. The complexity is due to the fact that in the
concept o f citizenship moral, political and metaphysical ideas are linked and any attempt at 
definition will tend to exclude an important element.
"S
. .The definition o f health which is most frequently cited is the definition which I have already
refened to (p3). Given the complexity of the term ‘health’ it is not surprising that it does not
lend itself to a short and simple meaning. Yet if  we are discussing systems o f health care
.clearly some attempt must be made to say what health entails. It is interesting to note that of 
the various definitions o f health none have been more satisfactory than the WHO statement in 
1946 (p80). Although it has been criticised for being too idealistic, it is nevertheless useful 
in the sense that a) it focuses on more than one aspect o f health i.e. social, physical and 
mental health and b) it distinguishes between positive and negative health. Criticism o f the 
idea of ‘complete’ well-being in all tlnee areas is perhaps justified. It is difficult to imagine 
such a situation all o f the time. Health must also be seen as relative and factors such as
1
,lifestyle, stress as well as a number o f enviromnentai elements and even age will contribute to 
a particular individual’s overall state of health.
There continues to be more emphasis on the negative aspect i.e. disease than on positive 
aspects. Recently the main focus has been on the so-called lifestyle diseases. Rather than 
promoting positive health and so aiming to prevent these diseases, there is a pre-occupation 
with victim blaming after the event.
The term ‘welfare’, in the context o f this thesis is concerned mainly with welfare systems and 
welfare states. This distinction is important because other perceptions of welfare, the 
economic view, for example, see welfare in terms of satisfaction o f preferences only. The 
term ‘welfare’ itself as defined in dictionaries simply means ‘faring w ell’ or ‘doing w ell’. 
This tells us very little about ‘welfare’ and nothing about the underlying components. We 
must therefore turn to the many social and political contexts in which the term ‘welfare’ is 
used in order to piece together its components. What then are the components o f welfare?
welfare to economic factors such as standard of living. While none o f these provide an actual 
definition o f welfare they are aspects which underlie the concept o f welfare and can be 
measured objectively (Rescher 1972).
: i ï
:::These could be identified as physical, emotional and material welfare. Physical welfare refers




The term ’welfare state’ emerged in the early post-war period In many ways it has been an 
unfortunate label since there has never been any general agreement as to its boundaries or 
limits. Titmuss noted that the term was used with vagueness (Titmuss 1963). It was 
frequently used to draw a distinction between past and present, to show that the inadequacies 
of nineteenth century laissez-faire capitalism would be remedied by various social services 
provided by the state. Beveridge’s original intention was to combat the five giants: want, 
ignorance, disease, squalor and idleness and the services provided aimed to fulfill this 
promise. In Britain the services provided by the state since the war have largely been related 
to the areas of housing, social security, health and education, hi the United States on the other 
hand, the term welfare state is confined to welfare benefits and in that sense there is a certain 
stigma associated with its use.
The term ‘tension’ is used in this thesis to denote strain or disequilibrium in specific systems 
of health and welfare. One o f the definitions o f tension found in dictionaries describes it as 
‘forces pulling against each other’. To the extent that this thesis is concerned with 
imbalances between systems the dictionary definition is applicable. However this needs to be 
taken further. Using the method o f map work the term ‘tension’ is located in relationship to 




Ill an attempt to clarify the specific use of ‘tension’ I shall refer to the law o f Laplace found 
in physics. This can be exemplified in the pressure o f blood in blood vessels. If we take a 
long tube of a particular radius, carrying blood at a particular pressure it is possible to 
calculate the tension in the wall o f the vessel using the law o f Laplace (Cameron &
Skofl'onick 1978). According to this law the tension T is equal to the radius R multiplied by 
the pressure in the wall P i.e. T=RxP. If the tube is artificially divided in half, then in a state 
o f equilibrium there is a balance between the tension at each edge o f the tube that holds the 
top half o f the tube to the bottom half (Cameron & Skofronick 1978). As long as the two 
tension forces are the same then a state o f equilibrium exists maintaining stability and the 
status quo. However if  there is an inequality in the two tension forces, in either direction, then 
a state o f disequilibrium will exist which leads to a relative instability in the system under 
observation. In the first state it is clear that tension is maintaining stability in the system. In 
the other state, however, the non-equivalence o f the two opposing tensions predisposes to 
instability.
This explanation can be extended to particular societies, although in the latter it is evident 
that the number o f tensions will be much greater than two; thus human societies are 
intrinsically more complex than the physical system described above. The analogy can be 
frirther extended to different societies as well as tensions in particular societies. For example, 
in the United States there exists an imbalance in the system due to excessive pull in the 
direction of consumerism which causes a state o f relative tension. By contrast, the British 
system displays excessive pull in the opposite direction, so to speak, as a result o f its 
perceived ‘narmy state’ mentality.
The thesis is divided into four parts. Because o f the division into distinct philosophical areas 
it has not been appropriate to follow the traditional path o f providing a general review of the 
literature at the commencement. Because of the diversity o f the concepts covered, each part 
incorporates its own discussion o f relevant literature.
hi order to make clear the complexities o f the following chapters I shall begin with a synoptic 
view o f the whole argument. This is intended to bring out the logical relationships o f the 
parts o f the thesis and their conceptual components.
1.3 T hree M odels of Citizenship.
P a rt One is concerned with an analysis o f thr ee philosophical models of citizenship. These 
are The Consumer-Centred Model, The Neighbour-Centred Model and The Client-Centred 
Model. The individual qua citizen is central to each o f these models. So, for example, the 
Consumerist Model considers the citizen as a consumer, a user of services. The Neighbour- 
Centred Model, on the other hand, is concerned with the relationship between the citizen and 
his community and the communitarian view o f the importance o f community for individual 
development. The idea o f the citizen as client is the theme o f the Client-Centred Model. 
Given that an individual can be involved in all tliree of these roles at any one time, it is clear 
that there will be tensions between them. Let us look more closely at the three models.
1.3.1 The C onsum er-C entred Model.
Although the label ‘consumer’ has a relatively modern connotation, the elements which it 
embodies are not new. The strands identified within the Consumer-Centred Model, are in 
fact deeply rooted in history. The five strands are - individualism, natural rights, property, 
laissez-faire-capitalism and consumerism.
The first strand, individualism, stresses the idea o f the abstract individual, pursuing his own 
ends and isolated to the extent that he does not see himself as part o f a community. This 
aspect is in direct opposition to the communitarian view of ‘situatedness’, that is the 
perceived importance for the individual o f the particular community in which he finds 
himself.
The issue of rights in general is crucial to health and welfare debates. This is the second 
strand o f the Consumer Centred Model. It is the early theory of natural rights which was part 
o f seventeenth century individualism that is relevant here. A discussion o f natural rights 
theory also provides the basis for a future analysis o f welfare rights.
The third strand involves the concept of property. It relates to the period o f the seventeenth 
century when the idea o f property was still regarded as a condition of citizenship. This has 
been identified as possessive individualism and is closely linked with the philosophy of Jolin 
Locke (MacPherson 1964). Locke referred not only to the ownership o f property in terms of 
acquisition o f goods, but he also spoke of property in ones own person, by which he meant 
that an individual’s labour and the result o f that labour were the property o f the individual. It 
was the investment o f personal energy and personality into the production o f goods which 
made the end product the personal property of the individual. Therefore he had an 
indisputable right to such property. The emphasis in Locke’s philosophy on property is that 
the right to property is not something created by govermnent, but is a right which each 
individual brings with him into society in the state of nature. Locke held a specific view of 
the state of nature, in that he assumed individuals to be virtuous without the need for laws 
and government rules. The main function of government was, in fact, to protect individuals 
property (Locke 1690).
The influence o f Locke’s philosophy was particularly important in America where the 
Constitution reflects the importance of personal property rights. An analysis o f Locke on 
property is therefore particularly relevant.
The doctrine o f laissez-faire capitalism, the fourth strand, owes its origin to natural law and 
natural rights theory. This became an integral part o f nineteenth century Liberalism in 
Europe. It began with the physiocrats in France and Adam Smith in Scotland and Thomas 
Paine and Thomas Jefferson in America (Fine 1956). In America in particular, there evolved 
a concept o f the self-reliant, free individual which became the hallmark o f American 
individualism. In England it was later associated with similar Victorian values. Laissez-faire 
assumes the existence o f a free market economy in which self-interested, competitive 
individuals are engaged in the buying and selling o f goods. Inevitably such a system, in 
which the govemment has a mainly protective and limited role, has some defects in so far as 
there is potential for exploitation of vulnerable groups in society.
A popular justification for the creation of the Welfare State was that it could overcome the 
defects of laissez-faire systems. There is certainly evidence to suggest that from the early 
eighteen hundreds there was pressure upon the state to adopt a more interventionist role, and
the idea o f the negative state was being replaced by a recognition of the need for public 
welfare (Pinker 1979). In the light of the recent introduction o f market forces into state 
welfare in Britain, inadequacies similar to those in the early nineteenth century have re- 
emerged, but in a new light. These inadequacies must now be considered against a 
background o f a collectivist-style delivery o f seiwices over several decades. Since this has 
also proved to be less than ideal in various respects, there is therefore the possibility that a 
combination o f both mechanisms may be an acceptable alternative. (C h .ll) .
The fifth strand o f the Consumer-Centred Model is ‘consumerism’ itself. I have called the 
model ‘A Consumerist- Centred M odel’ because this strand is the most important in that it 
incorporates elements from the other four strands. The introduction o f consumerism into 
health and welfare sei-vice deliveiy in Britain appeared initially to silence market-orientated 
critics of the Welfare State by emphasising consumer choice and consumer rights. The idea 
o f patients and recipients o f welfare benefits being able to accept or reject certain treatments 
or services was attractive. It was seen as a welcome improvement on the bureaucratic, 
paternalistic state-run system o f seiwice deliveiy. Competition and citizen empowerment are 
also key elements o f consumerism. Again, these were initially seen as positive steps in 
achieving consumer rights, hi reality however the proposed changes, as portrayed in the 
various charters, have proved to be superficial. Critics o f the new consumerism maintam that 
what have been hailed as benefits are in fact weaknesses since citizens are now in 
competition with each other for limited resources.
Consumerism is relatively new in the British system o f health and welfare. In America such 
services have always been part o f private enterprise, although there is also an element o f state 
capitalism whereby the government assumes responsibility for some public seiwices. The 
individualism inherent in American culture precludes any possibility o f entirely state-run 
provision o f welfare services. The deficiencies within a predominantly market system are 
blatantly obvious in American society. This individualism appears to originate from the time 
of the earliest settlers, and was reinforced by political leaders. Consumerism seems to fit 
neatly into a system in which competition and success are embedded in the culture.
However this has led to a wimier/loser mentality with little or no state assistance for the 
unsuccessful. Thus, the American system, in particular, suggests a lack o f balance, where 
there is too much pull in the direction o f consumerism, hi other words there is tension
10
#between the economic system of capitalism and citizenship. The British system in
relationship to consumerism may be moving towards a similar situation, although the T
potential for achieving a balance is greater given the history o f welfare provision. In fact, one |
o f the criticisms o f the Welfare State has been that there was too much pull in the opposite
direction and that with its nanny-state mentality it actually helped create a dependency
society. :l
i
1.3.2 The Neighbour-Centred Model of Citizenship.
IThe second model o f citizenship, a Neighbour-Centred model, has three strands. These are; 
community and communitarianism, the concept o f fraternity, and the general will. This 
model is concerned with the importance to the individual o f the concept o f community, 
hideed, whereas the first model regards the self as an abstracted locus for rights, the second 
model regards the self as historically embodied in actual communities, and not meaningfully 
abstractable from these communities. The idea o f a ‘neighbour’ relationship is, I believe, 
crucial to a modern view of citizenship which also incorporates a sense o f community. The 
structure o f the old ‘gemeinschaff community may have been replaced by ‘gesellschaff 
relationships, but there must remain the potential for people to live as neighbours (Tonnies 
1887).
There are problems associated with the term ‘community’ (the first strand) since there seems 
to be no fixed or agreed meaning for it (p4 ). This model takes the communitarian view of 
the relationship between the state and the citizen. Even within the confines o f such a view 
there is a wide diversity o f interpretations of community and o f the conditions most
conducive to the practice o f citizenship. The strands outlined, however, seem to combine to Iproduce what I would regard as an acceptable meaning of true community.
'I I
The communitarian view rejects the liberal idea o f the abstract self and focuses instead on the
view that individuals flourish only as members o f a community. The idea suggests the tightly 
knit community reminiscent o f the past. However, many o f these communities were 
restrictive and exclusive. Given the diversity o f races and cultures in modern cities this 
exclusivity could take the form o f discrimination.
11
Another element o f community which is often overlooked, is that in the past communities 
evolved over long time periods and attitudes. Culture and history were handed down from 
one generation to the next, so that it was in fact the family which established both the 
emotional and the practical activities o f the community. Social mobility and changes within 
the family have affected this process. It is therefore unrealistic for politicians to call for a 
revival o f the old style community, since clearly the basic foundations have been altered.
The second strand, the concept o f fraternity, might be regarded as outdated, given the extent 
o f changes in communities. The idea o f brotherhood and fellowship typical o f earlier 
societies is also rejected by feminists on the grounds of sexual discrimination. Nevertheless 
the type of ‘bond’ implied by a sense o f fr aternity seems to be an important ingredient o f the 
communitarian ideal (Phillips 1984). Its importance is seen in European and American 
history. It is suggested that the term ‘fraternity’ could be replaced by ’neighbourly solidarity’, 
as an appropriate ingredient for the practice of citizenship. This alternative would also 
eliminate the confusion between the spirit o f fraternity between members o f a community and 
the type of fr aternity found in fraternal organisations. Fraternal organisations display what 
Durklieim called mechanical solidarity in which members were indoctrinated to feel 
solidarity towards ‘the cause’ rather than towards individual members o f the group 
(Durkheim 1893).
The third strand o f The Neighbour-Centred Model is the General Will. The importance of 
individuals working together as part o f a collective is seen in the philosophy o f Hegel. Here 
the mind o f the ‘Folk’ or ‘V olksgeisf is identified with the action o f The State. According to 
Hegel, freedom can only be achieved within the community via The General Will (Hegel). 
This General Will, is not the selfish will o f particular individuals, but what each person wills 
just because he is a member o f a community. Some o f the earlier types o f community, such 
as the ‘gemeinschaft’, are, in a sense, an expression of the general will.
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1.3.3 The Client-Centred Model of Citizenship.
This model is concerned with the idea o f citizens as clients o f professionals. Thr ee strands 
are identified. These are: talent, expertise and control, hi relationship to these strands, an 
analogy is drawn between modern professionals and the guardians in Plato’s ‘Republic’.
Talent was an important element in Plato’s guardians. They were chosen because o f specific 
qualities which they held, and these qualities set them apart from other members o f society. 
For the modem professional, talent is measured mainly on the basis o f academic achievement 
and a certain standard is expected before professional education and training begin. The 
training undertaken by health and welfare professionals is quite specific and focused. In the 
‘Republic’ education and training o f the guardians was more wide-ranging and Plato 
recommended a general training o f the mind and body for the guardians (Plato).
Expertise, the second strand o f this model comes about as a result o f individual talent; if  you 
have talent it can be turned into professional expertise. The whole idea of expertise has 
become controversial in health and welfare services. The idea of a society o f experts has 
evolved as a result o f the Welfare State. Not all of these experts are professionals. 
Counsellors, for example, may not necessarily have professional training. An analysis, 
therefore, o f the distinction between experts and professionals is relevant.
Health and welfare professionals gain expertise not just as a result o f education and training 
but also by practical experience over time. Age is a relatively unimportant factor. The 
guardians, on the other hand were only elevated to the highest level (the philosopher rulers), 
after they had become highly experienced and competent. Usually this was in middle age 
when they might have gathered sufficient wisdom to be worthy o f such a role.
The third strand in the Client-Centred Model is that of control. This follows from talent and 
expertise in the sense that if professionals have talent and expertise they will be socially 
sanctioned to control others. This is particularly relevant with regard to client/professional 
relationships. Professionals can exert control over clients in the context o f these 
relationships and this controlling element can be in tension with the caring role o f the
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professional. This control can take many forms, from the possession o f information 
pertaining to a client, to deciding who should receive specific treatment.
1.4 Health and Welfare.
P a rt Two considers the concepts of health and welfare both independently and as related to 
each other. This is relevant to future discussion of particular systems of health and welfare 
(Ch.7, Ch.8). Health emerges as a complex and ever-expanding concept. It involves more 
than mere absence o f disease. It also includes the idea o f well-being the achievement of 
which is dependent upon a number o f social, environmental influences and individually 
determined factors (Ch.5).
Health must also be seen in terms o f general welfare and in Britain this tends to be the case.
In America, on the other hand, a distinction is drawn between the two, especially in
relationship to the provision of services ( p i 22). A high degree o f political will is therefore
necessary at government level for general welfare to be seen as important.
The discussion o f health will include the following areas: the evolution o f modem scientific
medicine, theories o f disease causation, social and environmental influences on health,
.individual responsibility for health, and health in the community. The issue of responsibility 
for health has received much attention as has individual responsibility for certain diseases. 
The responsibility o f governments to the public has received less attention recently.
Community health has undergone many changes in the past five years which have had 
significant implications for the practice o f citizenship in so far as the traditional view o f 
‘caring comimmity’ has been altered. The changes were largely to do with management and 
the movement o f people out o f institutions to be cared for in the ‘community’. A new system 
of need assessment was introduced and many welfare professionals were cast in new roles. 
The effects o f the changes are discussed (Ch.8 , pp 152-4).
Welfare is analysed initially independently, hi Britain the label ’Welfare State’ continues to 
have connotations o f a caring state in spite of the many attempts to dismantle it. In the
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United States, on the other hand, the label was avoided initially and reference to welfare was 
mainly in terms of ‘The New Deal’. Even now the concept o f ‘welfare’ in the United States 
is associated with a form o f stigma and the implication that an individual on ‘welfare’ must in 
some sense have failed. While the idea o f a right to welfare is very much part o f citizens’ 
social rights in Britain, in America this is not the case. Duty and responsibility are seen to be 
more in keeping with the American vision o f the self-reliant, hard-working, successful 
individual. Britain has no formal Bill o f Rights but it does have a National Health Service, 
fr ee at the point of delivery and available to all. The United States Constitution, on the other 
hand, incorporates Amendments aimed at protecting every personal interest except welfare.
1.5 Two Systems of Health and Welfare and Their Critics.
Part Three is primarily concerned with showing how the tluee models discussed in Part One 
are out o f balance, that is, in tension. This is shown through the analysis and criticism of two 
particular systems as analysed by Illich and Marx. These systems can be seen in the United 
States and Britain respectively. They represent two quite different ideologies in terms of 
service delivery. The British system, in particular the National Health Service, has been seen 
by many as an ideal to aspire to. American health care on the other hand, is more often 
portrayed negatively as an example o f an advanced capitalist countiy in which a substantial 
number o f people have no health-care cover (p i 19). The disequilibrium caused by this 
inadequacy has caused tensions in the system just as the ‘cradle to the grave’ mentality has 
been responsible for tensions in the British system.
Analysis o f health and welfare in the United States is initially concerned with the 
background both to health and to welfare. A distinction is evident between the two insofar as 
welfare remains a stigmatising possibility only for those who have no other option to pursue. 
The Clinton Health Bill, which subsequently failed, is examined in some detail. Opposition 
to the Bill came not just from politicians but also from large organizations such as The 
American Medical Association. The failure shows how deeply entrenched attitudes and 
values can persist in spite o f a massive campaign to reform them.
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The history o f the B ritish W elfare System (Ch 8) begins with a discussion of welfare 
proposals as documented in the Beveridge Report. The five giants identified by Beveridge 
have provided a platform for political debate since the welfare state emerged. Based on a 
collectivist ideology, and arriving in a time o f post-war euphoria the welfare state began with 
the best o f intentions. Beveridge was fully aware o f the desirability o f balancing individualist 
and collectivist tendencies. He aimed to give only what was needed in terms o f social 
security benefits and was careful not to ‘stifle incentive, opportunity and responsibility’ 
(Beveridge 1948). It was only in later stages that it became clear that a reconciliation 
between the two ideologies would not work and charges o f a ‘nanny state’ came about.
The National Health Seiwice is one branch o f British welfare which has undergone many 
reforms. These are usually associated with the Thatcher government when the idea o f a 
market system was introduced, based loosely on the American system. A more efficient 
service was called for with a new management structure, privatisation o f some ancillary 
services, an audit system for welfare professionals, and more emphasis on consumer choice. 
This was basically the theme o f the Griffiths Report (Griffiths 1983). Fuilher changes 
followed, all related to market forces.
The area of greatest change was in the community and this is analysed (in Ch. 8). These 
changes have particular relevance to citizenship in terms o f active participation by service 
users (Ch.l 1).
The final chapters in Part Three (Chs.9,10) take the form o f C ritiques o f both systems by 
Illich and M arx. These critiques provide useful tools for analysing both systems in terms of 
tensions. So far the tensions have been seen as disequilibrium between two ideologies. The 
writings o f  Illich and Marx illuminate more specific tensions. Illich for example has strongly 
criticised professionals in health care and medicine generally for the dangers they represent to 
health. Although Illich’s arguments have been regarded as extreme, their usefulness lies in 
the questions which they raise. The idea o f individual responsibility for health is one of these 
questions. In that sense Illich shows the tension between expertise and self-care. These two 
undoubtedly lie uneasily alongside each other just because they are frequently presented as 
‘either or’ alternatives, in other words out of balance.
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1.6 C itizenship and its Tensions.
;
Illich did not confine his criticisms to health care. In fact if widely intei*preted they can be 
seen as criticisms o f the results o f progress. Industrialisation is seen as the beginning o f the 
problem, and all professionals are in some way ‘disabling’ (Illich et al, 1992). An overall
tension, then, for Illich must be between progress and tradition. 'I
;r
Marx is more usually cited as pointing to actual flaws in welfare and economic systems.
Capitalism is seen as flawed and fiill o f contradictions (Marx 1845-1846). Under such a 
system values such as fraternity and equality are impossible goals since it is the interests of 
the system which are being served. Institutions like the welfare state are seen as a pretence at 
caring for peoples needs. Many o f the flaws referred to in M arx’s work are actually 
manifested as tensions. His portrayal o f the inadequacy o f class structures in society points to
' . 4the divide between certain groups, hr America where class is rarely referred to the difference 
and the imbalance between rich and poor is quite clear. Similarly M arx’s graphic vision o f 
the concept of alienation o f workers can be seen as tensions which effect health and ■ I
wellbeing. Work-related stress is often cited as an example of this type o f alienation. These 
ideas are discussed in chapter 10 .
P a rt F ou r returns to the subject o f citizenship and its tensions. The history of citizenship 
shows that it is a concept which is complex and multi-faceted. Its various dimensions, 
whether it is the idea o f status, identity, nationality or the issue o f participation provide much 
scope for political debate. These are detailed issues which are taken up in the Appendix in 
order not to interfere with the main movement o f the argument. The main movement o f the 
argument has led to a review of three models. The outcome o f this review has been that the 
most satisfactory o f the models is the Neighbour-Centred one. In Part Four I shall show how 
the defects of the Neighbour-Centred Model can be remedied. There are two aspects to this 
portrayed in chapters 11. These aspects are: firstly the idea o f participation as an expression |
o f the idea o f the ‘active citizen’, and secondly the role o f specific institutions and 




The idea of participation involves a discussion o f each o f the following:
a. The Conununity Health Council was initially set up to deal with dissatisfaction with 
services by patients in the British National Health Sei"vice. In line with recent reforms they 
have taken on a more active role in encouraging patient participation in care. Due to a 
confusion about their actual role their potential to act on behalf o f patients has
been underutilised.
b. In Britain the Patients Charter has been a step in the direction of the idea o f participatory 
citizenship, focusing as it does on the notion of consumer choice and rights. Further analysis 
however shows it to be a superficial attempt to involve patients in their own care.
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a. The Community Health Council.
b. The Patients Charter 
c The Oregon Experiment.
d. British studies based on Oregon.
e. Self-Help, Mutual -Aid and Volimtarism.
f. The University Settlement.
g. The Health Promotion Movement.
c. The Oregon Experiment was a project which involved members o f the public, and was 
basically a cost effectiveness exercise in which a given number o f treatments were graded in 
order o f agreed priority. Certain conditions would receive low priority.
d. Various projects, based on the Oregon Experiment are in progress in Britain mainly in 
inner city areas o f the country. Details o f their effectiveness have yet to be revealed. There is |
strong emphasis on citizen participation in the projects.
The idea o f voluntarism is a broad term which encompasses a wide range o f services. The 
voluntary organisation itself has been recognised as an important area o f welfare even before S
Beveridge. Recent structural changes in health and welfare services have renewed the 
perception o f voluntarism as a positive step in the quest for active citizenship.
e. The notion of self-help and mutual aid pre-dates the Welfare State and has taken many 
forms such as Friendly Societies, Working Mens Clubs and Charitable organisations, 
hiterestingly, many self-help groups evolved just because professionals were unable to supply 
the support and sei*vices needed. This is particularly true of the rarer disease categories. 
Sufferers and their families were forced to use their own initiative to seek out fellow sufferers 
in an attempt to pool scarce information and to provide mutual support, hr many ways self- 
help has remained independent from all other helping organizations, while at the same time 
encouraging citizen participation.
f. Yet another strand o f participation can be identified in the University Settlements, like 
self-help this movement is at least a century old. Not only was there a strong sense of 
community within the Settlements, but those who had the benefit o f education were 
committed to sharing their knowledge with the less fortunate. These pioneers provided moral 
rather than economic support. The history o f The Settlement demonstrates the potential for 
citizens and professionals to work together towards a common goal. It also demonstrates the 
possibility o f a similar project being successfeil in the fiiture.
g. There is potential for citizen participation in the Health Promotion Movement. There is 
also, however, a high level of professional involvement. Empowerment of individuals to take 
an interest in, and responsibility for their health is a key element o f this venture. To the 
extent that its success depends on feedback and cooperation from members o f the public, the 
idea o f participation is desirable. As with Health Education, however, there is a sense in 
which the health-care professional in this sphere has been too dominant. By this I mean that 
some health care professionals have overstepped their specific remit by effectively 
‘disempowering’ their clients tlirough their exertion of undue pressure regarding their activity 
and behaviour, eg instructing rather than encouraging them as to what they should and should 
not eat. The participatory element o f Health Promotion is therefore seen to be limited.
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1.7 Pluralism.
The second aspect o f Part Four (Ch. 11) is concerned with the role o f various institutions 
within the context of a Neighbour-Centred Model. The main thrust o f the argument is that 
no one agency should dominate. A pluralist view o f the state is advocated but with a stronger 
role for the state than usually visible within the pluralist doctrine. This final section will, 
therefore include a discussion o f the following: the concept of a. pluralism, b. intermediaiy 
bodies c. the state and the market. Prior to this the idea of tensions is briefly re-visited with a 
view to drawing a conclusion as to the importance or otherwise o f their presence in the 
systems.
a. In the context o f the Neighbour-Centred Model the proposed role of the state centres 
round the idea o f pluralism. This is because the idea of the strongly interventionist state on 
the one hand and the minimal action state on the other are seen as inappropriate for the 
practice o f citizenship. To this end an analysis o f pluralism is carried out with the aim of 
finding an acceptable role for the state alongside various organisations and the market. The 
crucial factor is the degree o f intervention by the state. If intervention means certain benefits 
as rights then it must be acknowledged that for every right there is a restriction, in other 
words more government interference into citizens lives. If on the other hand intervention is 
limited, so that the States’ role is limited to protection o f life and property, then the most 
vulnerable groups in society may suffer. It is here that institutions other than the State can 
play a major part.
b. The idea o f the hitermediaiy Association is not new. In his work on suicide Durkheim 
saw the work association as an important vehicle for drawing the individual out of his moral 
isolation (Durlcheim 1897). Hegel also advocated the corporation as a means o f integrating 
individuals into the State (Hegel). Recently there has been a revival o f interest in the concept 
o f The Intermediary Association in relationship to the idea of ‘active citizenship’. Whether 
these involve participation in small scale projects such as ‘Neighbourhood W atch’, Tenants 
Associations or larger Trade Unions, each involves active citizenship.
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Ic. The idea o f the market as being morally flawed is frequently articulated by critics o f the
system. Self-interest, competition and profit motives are the elements which are usually
criticised. However there are many people who are not against markets per se , but who
object to them in the context o f health and welfare services. The idea of health as a
commodity, and o f patients as customers is seen as inappropriate. The idea o f competition,
so the argument goes, means in reality that patients will compete with each other for specific
treatments. Within The National Health Service there is the additional problem of
purchaser/provider status which is still in its infancy. Several difficulties have been
.encountered with this to date. These problems include priority setting, location o f provider- 
where the actual treatment centre or service may be geographically inconvenient for service 
users and the problem o f mismatch between cost-effectiveness and sem ce quality.
Within the context o f the British system o f health and welfare the type o f market in existence 
is a quasi-market (Le Grand and Bartlett 1993). This is distinguished from other types 
including the pure market which is typical o f the American system.
The foregoing elements will, together form the basis o f a model o f citizenship which is seen 
as compatible with the idea o f the ‘active citizen’ within the context o f a predominantly 
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PART ONE: THREE MODELS OF CITIZENSHIP.
Chapter 2 The Consumer-Centred Model of Citizenship,
2.1 Introduction.
This first model focuses on the idea o f the individual as a consumer, a user o f services, a 
customer. As stated in the general introduction (p8) there are five strands to this model, 
these are: the concept of individualism, natural rights theory, property, laissez-faire 
capitalism and consumerism itself. Together these strands create the background for a view 
o f what we now call consumerism. It will be shown that this modem concept is in fact 
rooted in histoiy. Each o f the strands can be traced to antiquity although the evolution of 
consumerism has been gradual alongside the growth of capitalism. Some o f the strands 
have undergone considerable transition - natiual rights for example have expanded to 
produce a bewildering vocabulary of rights which is now crucial to the notion o f 
consumerism. Other strands such as individualism have, in some countries at least, 
remained firmly grounded. Still other terms have become out-dated in terms o f language 
but have left a legacy both economically and politically. I am referring to the concept o f 
laissez-faire which has been replaced by modern capitalism.
Let us now consider the five strands in turn.
2.2 The Concent of hidividualism.
There are many senses in which the term ‘individualism’ is used. Historically it is related to 
‘the individual’ and ‘individuality’. With the break-down of feudal systems came a vision o f 
man existing independently and for the first time separated from his function in the system. 
Later a further distinction was made between individuals and collectives. This occurred 
around the seventeenth century and from this the political thought o f the Enlightenment 
arose (Williams 1988). Within the context in which I am using the term ‘individualism’ 
there is necessarily some overlap between the political and the philosophical perceptions.
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There are many dimensions to the notion o f individualism. One can identify for example, 
religious, economic or political individualism. Religious individualism is usually 
associated with Calvinism in which the individuals relationship to God was intense and 
personal as opposed to other religions in which the relationship was between God and 
mankind generally. Economic individualism is concerned with economic freedom which 
found expression in the system o f laissez-faire capitalism (Lukes 1973). Political 
individualism is mainly concerned with the function of govermnent in relationship to the 
individual. These categories are simplified versions of much more complex systems and 
serve only to create a boundary for the particular elements to be discussed. Throughout all 
o f them runs the notion o f the abstract individual.
Historically individualism has been portrayed in a number of ways. Variations in 
perception o f the concept are evident in different countries (Lukes 1973). An example 
which might clarify this point is the difference in comiotation between for example, German 
and French perceptions o f individualism. Historically the French version has been mainly 
pejorative and to some extent remains so. Individualism was negatively perceived as a kind 
of exploitation which was embodied in the capitalist laissez- faire system. This was the 
dominant viewpoint in the thinking of the disciples of Saint-Simon who saw the idea o f 
‘progress’ as ensluined in the concept o f individualism as tlueatening harmony and the co­
operative spirit o f society (Raison 1972).
The German interpretation of individualism by contrast had a distinctly romantic 
connotation. This romantic image was embodied in the fo lk  or volk in which the uniqueness 
of each individual was idealised. From this early individualism emerged a particular form 
o f conununity in which individuals were engrossed in the unity o f the state and in which the 
volk became, part of the state. In a sense the individual found expression for his 
individuality by merging with like-minded individuals into the spirit o f the volk (Barker 
1951).
Additional variations o f individualism were seen in the English and American experiences. 
In England it tended to be linked to non-conformity in religion. The Victorian image o f the 
self-reliant, hard-working individual who helped himself was part o f this notion. The
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possessive nature of individualism as described by MacPherson is associated with this 
period in history (MacPherson 1964).
American individualism is o f interest because not only has it been consistent through 
history, but apart from a brief period after the war it has continued to be an indelible part of 
American culture. It is associated with the economic system o f capitalism. It also relates to 
a specific type of individual - the entrepreneur, the competitive self-reliant person who 
views government power or interference with suspicion. It is concerned with individual 
rights. It also relies on a particular religious ethos which originates in the Puritan 
settlements. It is therefore a complex combination o f factors which makes individualism so 
prevalent in American culture. A paradox is evident in relationship to American 
individualism which is rooted in history. Individualism grew and prospered alongside and 
in spite o f a huge potential for ‘coimnunity.’ The early settlements contained all the 
necessary ingredients for true community. However it is doubtftil whether this potential 
was realised (p216). In the Puritan setting in which individuals were required to display a 
certain degree of moral fibre and in which opportunities for trade and competition 
abounded, not surprisingly these were tempting inducements. In addition the leaders in 
govermnent were themselves committed to promoting self reliance and minimal state 
interference. The individualism, therefore, which is obsei*ved today is entrenched in the 
very earliest experience of the new country. The desire to succeed, the competitive instinct, 
the quest for self-improvement have become the hall marks of American culture (Bellah et 
al, 1996).
Central to the concept of individualism is the notion o f the abstract self. This is in direct 
opposition to the communitarian view o f ‘situatedness’ which sees the individual in the 
context o f his particular community and in which the community is seen as crucial for 
individual development (Plant 1992). The idea of the abstract individual embodies a vision 
o f the market-orientated alienated individual. It takes into account the subjectivism and the 
atomism which is often attributed to the individualist/liberal ideology (Plant 1992). It is 
these same features which communitarians reject. The assumption behind this view is that 
individuals themselves are self-interested and that no government policy is superior to the 
individual.
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What is referred to as the period o f classic individualism began to emerge in the early part 
o f the seventeenth century. This was a gradual process and was a result o f modernisation in 
the widest sense. Social, economic and to some extent religious factors were responsible for 
this. Changes in economic aspects led to changes in individual behaviour. The growth of 
commerce and improved communication systems meant more social mobility. The 
emergence of a middle class was evident. The concept o f the hardworking self-reliant 
individual began to emerge.
Individualism was also manifested in another area. This was the theory of natural law 
which also implied natural rights. Up to the seventeenth centuiy there were two elements to 
social control. One was custom whereby rules were implicit in that they were handed down 
from one generation to the next. The other element was Common Law which was an 
intermediaiy between law and custom. There was a degree o f security both economically 
and personally in this system. However with the rise of individualism and the emergence of 
the nation state came the begimring o f statutory laws in various forms. Questions arose as 
to the nature and legitimacy o f the relationship between the individual and the state (Benn 
and Peters 1959).
The idea o f accepting rules and laws because they were customary had been challenged by 
philosophers as far back as the Stoics. Custom, it was argued, was not sufficient ground for 
obedience. Instead they promoted the idea of a common bond between men in that they all 
shared a common nature. Rules which respected the individual, and assumed that the 
individual would in turn respect life and property were the only kind o f rules appropriate for 
human beings. This theme continued through many centuries from the Romans to Thomas 
Aquinas and onwards into the Renaissance period. Frequently the law o f nature was in 
conflict with the Common law or customs o f particular states (Benn and Peters 1959).
Arising from natural law and manifested in individualism o f the seventeenth centuiy was 
natural rights theory to which I now turn.
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2.3 Natural Rights.
The concept o f rights is, I believe, inextricably linked to the whole concept o f  citizenship.
To be a citizen, that is to have the status and identity o f a citizen, is to assume the existence 
o f various rights. But a language and a vocabulary o f rights have evolved which have on 
the one hand served to clarify and explain certain rights, and on the other hand have 
contributed to a confusion of the issue o f rights. This is because the whole concept of 
natural rights is obscure and subject to scepticism by its opponents (MacDonald 1949). The 
question therefore o f the origin o f rights is important in locating the relevance of specific 
rights to various contexts. The language o f rights is not static, but constantly evolvmg and 
necessarily so in the light o f ‘progiess’ in social, economic and technological spheres. 
Medical science in particular continues to produce research environments conducive to and 
in need of investigation o f individual rights hitherto unknown. A half century ago the idea 
o f transsexual rights was unheard of as was the question o f surrogacy rights. These are but 
two examples o f areas in which new rights require consideration.
In an attempt to disentangle what has become a complex issue it is relevant to consider 
firstly the transition from the early natural rights theory to the modern perception of them. 
Having done that, the next question concerns the distinction between certain kinds o f rights. 
The reason for this is to set the scene for the future discussion of welfare rights (Ch. 6 ).
The earliest documentation in respect o f rights can be traced to the early Roman era. At that 
time the meaning attached to a right was different from the modern interpretation. The Latin 
term ‘ius’ was similar to Tawi and was used by the Romans to denote some kind o f divine 
judgement, something which was fair and good (Tuck 1979). With the growth o f the 
Empire the notion o f ‘ius’ developed a wider meaning. Roman kings and priests had a 
whole system o f rights called patria potestas (Tuck 1979).
The theory of natural rights which developed in the seventeenth century was basically a 
rebellion against the old ordered societies o f the medieval kingdom. A number o f factors 
contributed to this breaking away from the designated status o f individuals. Individualism 
was establishing itself in religious, economic and political ways. In addition the social 
contract form of government was emerging. The idea of natural rights was beginning to
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replace the old idea o f duty and obedience. The idea of people having rights by nature had 
nothing to do with political or legal institutions. Instead it was a matter o f individual 
conscience and the will o f God. These natural rights were regarded as being part o f each 
individual and no government could deprive him o f them (Benn and Peters 1959). Natural 
rights theory was a special kind o f moral right which although criticised for its lack o f legal 
status, was deeply entrenched in the individualism o f the seventeenth century. It was 
embodied in the French and American revolutions as well as the English civil war.
The concept o f natural rights was criticised on a number o f grounds. It was regarded by 
some as being too abstract (Ritchie 1894). Others objected that natural rights placed too 
much emphasis on the individual and not enough on the individuals function in the 
community to which he belonged. This was the thinking o f Bosanquet (Bosanquet 1930) 
and Laski (1948). Mai-x was also a powerful critic o f natural rights (Marx 1843). This 
point is taken up in chapter 10 (p i78-9).
The transition from natural rights theoiy to the current language o f rights involves a change 
in the perception o f rights. We now speak o f human rights rather than natural rights.
Rather than being grounded in an abstract concept of nature the idea o f human rights is 
concerned with the treatment we expect as human beings. This is the basis for various 
international rights groups such as the United Nations Declaration o f Human Rights. Tire 
question of which rights should be included in this category has been the subject of 
disagreement. Some argue that human rights mean only civil and political rights while 
social and economic rights belong to a different category. Furthermore political and civil 
rights are more likely to be seen as having ‘international’ status than social and economic 
rights which depend on the strength and commitment of individual states. Clearly there is a 
distinction to be drawn between the rights which can be claimed as a ’person’ and those 
which can be claimed as a ‘citizen’ of a particular state.
The complexity o f the notion o f rights has led to many attempts by philosophers and 
political writers to provide a means o f distinguishing between certain types of rights and the 
criteria for such rights. Raphael for example simply says that to have a right to do 
something is to be allowed to do it and that no rule or law stops one from doing it. Raphael
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calls this a ‘right of action’. He draws a distinction between this and a right o f recipience 
which is a claim against someone for something (Raphael 1970).
Bemi and Peters emphasise the idea o f rules in relationship to rights, classifying them 
according to the interest that they protect: thus economic rights are rigiits to work; political 
rights are rights to vote and civil rights are rights which allow people to appeal to a court. 
They further distinguish between legal rights which are upheld by the state and moral rights 
which depend on majority opinion (Benn and Peters 1959).
Having identified various types o f rights the justification for rights needs to be addressed, in 
other words which conditions are necessary for the fulfillment o f particular rights. The 
answer to this must be related to the function o f particular rights. One theoiy is that rights 
provide a moral platform for the proper treatment o f individuals (Plant 1992). If  rights 
emphasise the inviolability of individuals then they can act as trumps and uphold individual 
interests over the interests o f the majority. However in order for rights to have the power to 
uphold individual interests they must themselves be grounded in some recognised set o f 
principles. If not then it could be argued that claiming certain human rights is merely a way 
o f satisfying preferences. Again various philosophers have put forward ideas as to what 
these principles should involve. Some argue that the doctrine o f rights should be self- 
justifying and that they are morally viable in themselves (Almond 1991). Gewirth argues 
that rights are necessaiy for human beings to function as such (Gewirth 1982). The 
Christian view on the justification o f rights is enshrined in the natural law theory and puts 
forward the idea that each individual has a personal worth which transcends cultural, 
educational and class differences. Rights should therefore be grounded in the idea o f 
individual dignity and respect (Plant 1992). This argument seems to be relevant only to 
those who hold Chr istian beliefs and would therefore be regarded by non believers as 
arbitrary.
Even if  there were a universally accepted foundation for some rights this would not 
necessarily mean that in practice these rights could be applied without problems. For it is 
the application and practice of certain rights in daily life which is problematic. Even if  a 
particular right can be ascribed in a given situation there are circumstances where moral 
issues arise and cloud the picture. There are many examples o f this in medicine. ‘Riglit to
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,|life’ issues occur in cases o f abortion, comatose patients and many others. This may be a 
reason for saying that rights cannot be absolute since individual cases must be treated 
individually as is frequently seen in medical legal cases.
This discussion has been concerned with rights as a general concept. Specific rights such as 
welfare rights are discussed in chapter 6 (p i06). But there is another specific right 
particularly relevant to the notion o f consumerism and that is property.
2.4 Propertv.
Historically the importance o f property was a dominant feature o f the individualist ideology. 
The idea of ownership was part o f what MacPherson called possessive individualism 
(MacPherson 1964). Most accounts of this particular aspect o f individualism confine 
discussions to the period o f the seventeenth centuiy and Locke is often seen to personify the 
thinlcing o f that period. At that time property usually meant land and anything issuing fi'om 
the land which would involve manual labour. Property at that time was invested with the 
idea o f control over particular goods.
The issue o f ownership is o f interest not only as providing an insight into relationships 
between people but the interaction between the state and society. The main interest and 
importance o f property lies in its own power to dictate who was eligible and who was not 
for the status o f citizenship. In the Greek city this trend was slightly different in that in order 
to own property the individual must in the first place be a citizen (Appendix p257). Until 
the mid eighteen hundreds most European countries as well as America, possession of 
wealth usually in the form of land was the main restriction on the franchise. One theoiy is 
that only those who could show ability and reliability and therefore stability were fit to hold 
the status o f ‘citizen’ (Heater 1990). The struggle to abolish this rule continued into the 
nineteenth centuiy.
Let us look at the way in which property ownership was regarded by Locke. Locke was not 
the only philosopher who deified the right to property but his particular philosophy is 
relevant to this discussion because o f its effect on British and American politics. The




United States Constitution was in fact framed with reference to Locke. The right o f the 
individual to protect and to have protection o f his property even allows physical force to be 
employed by an individual if this right is threatened. Locke began from the premise that 
men are bom into a state o f nature in which they are all free and equal and accountable to 
nobody but God. The state o f nature was accompanied by laws o f natuie, again issued not 
by man but by God. Within this framework Locke assumed that most individuals were an 
altruistic, rational group , living in harmony without the need for supei*vision or rules other 
than from the divine source. A minority of criminals was assumed to exist - hence the need 
for every man to defend him self (Locke 1690).
From birth men have a natural right to eveiything that nature offers for subsistence. These 
rights are given to manlcind en masse rather than to any specific individual. There must 
then be a way o f deciding how particular individuals can claim ownership o f such goods. 
Locke reconciles this conflict by suggesting that everyone has a right in his own person. If 
an individual mixes his labour with the goods concerned then he has a right to own it. This 
means that if  a man works on the land then anything that issues from that land becomes his. 
The only condition is that he leaves enough for eveiyone else. Locke’s theoiy on propeity is 
complicated by the fact that he was apparently not consistent in his use o f the term 
‘property. At times it meant property such as land , at other times it meant ‘Lives, Liberties 
and Estates’ (Locke 1690). Shimokawa draws a distinction between ‘internal’ and 
‘external’ meanings of propeity according to Locke. His analysis shows that by ‘external’ 
property Locke meant - those objects over which man had an exclusive right o f disposal.
The ‘internal’ sense o f property meant the exclusive right o f man to dispose o f parts o f 
him self i.e. his life, health limb or his labour and goods (Shimokawa 1985). Property for 
Locke then, had a wide range of meanings. The fact that there was inadequate protection of 
property led to the setting up o f govenunent by social contract.
Interestingly the concept o f ownership in Locke’s philosophy did not appear to take account 
of the acquisitive nature o f property accumulation. Although there was the implication that 
men were self-interested insofar as property was o f paramount importance for subsistence, 
on the whole it is the idea of property as a right which is the dominant feature. How then did 
this philosophy come to be associated and embodied in modern capitalist culture? One 
explanation might be that Locke’s theoiy was primarily geared towards the early American
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production and factory workers may find themselves in repetitive boring routines in which
settlements where the economic conditions and the Puritan individualist ethos created a 
suitable enviromnent for acceptance of the doctrine o f property rights. However it has been 
argued by Weber that the notion of acquisition is not part o f the spirit of capitalism which is 
based entirely on the profit motive. With regard to acquisition Weber says -
this impulse exists and has existed among waiters, physicians, coachmen, artists, 
prostitutes, dishonest officials, soldiers, noblemen, crusaders, gamblers and beggars
• I(Weber 1930).
W eber’s statement seems to attempt to distinguish between a psychological impulse 
towards greed, and the desire to accumulate profit independent o f such an impulse.
However I think it is difficult to see how a system based on profit is not highly personal and 
that an acquisitive instinct does not become part o f this equation for some individuals. If 
we accept that historically ownership o f property be it land or capital, has given a sense of 
power and control to one group o f individuals over another, this must surely mean that an 
acquisitive nature was part o f this control. For the capitalist to suggest, as Weber has, that 
profit is never accompanied by a sense o f greed is to deny the existence o f the self-seeking, 
competitive individual who is certainly part o f the American culture.
A conclusion which can be drawn with regard to acquisition o f property is that it invests 
individuals, that is the property owners, with a degree o f power and so illuminates the 
divide between the ‘haves’ and the ‘have nots’. Those with power can then control the life 
and work o f those without it. A prime example o f how large scale holders o f power and 
property can affect the lives of individuals is the question o f health insurance in the United 
States. People are often forced to remain in dissatisfying jobs merely because to change
would mean losing their insurance plan (p i30). Workers in other occupations, particularly
I 
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there is emphasis on mass production and new consumer needs to be satisfied. M aix has 
written extensively on the alienation o f the worker (Ch. 10.5).
Property ownership is one o f the main characteristics o f capitalism, the development of 
which I now consider.
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2.5 The Rise o f Laissez-faire Capitalism
The concept o f laissez-faire literally translated means simply, leave them alone. In its 
context o f economic history this implied lack of government interference towards 
individuals in their business and market relationships. The coining o f the popular phrase 
‘laissez faire laissez passez’ is attributed to a predecessor o f the physiocrats the Marquis 
d ’Argeson (Fine 1956). The physiocrats were a group of French economists who believed 
that the land was the ultimate source o f wealth. In Scotland the idea was further developed 
by Adam Smith and in America by Paine and Jefferson.
The beginning o f capitalism as a distinctive doctrine o f economic life goes back to the 
thirteenth century. The idea o f free enterprise sprang from the opposition o f the emerging 
class o f merchants and bankers to the restrictions of feudal society. From the sixteenth to 
the eighteenth century governments operated via a system o f mercantilism. This system was
The importance o f laissez-faire as an economic doctrine lies not just in the method o f its 








aimed at the building o f a self-sufficient and powerful state. It involved a method o f
organising business in every field particularly the precious metal trade. The government in 
turn encouraged new industries and expanded the labour force. The mercantilist system 
eventually fell due to the greater complexity o f business which it failed to handle effectively 
(Wasserman 1944).
JThe mercantilist system was rejected by those who believed in the philosophy of minimal 
government. The physiocrats in France among others, believed instead in the natural order 
of things and that individuals, in following their own selfish interests, were in fact, also 
contributing to the general good. Adam Smith also subscribed to this view, the individual 
he said ‘intends only his own gain but he is led by an invisible hand to promote an end 
which is no part o f his intention’ (Smith 1776). Because of the profit motive enterprisers 
would endeavour to accumulate wealth which in turn would mean better goods for all. 
Smith also criticised mercantilism and advocated instead a system o f individual economic 
freedom, encouraging competition in both industry and capital.
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example linked with the individualist ideology already described. It is particularly relevant 
to the concept o f welfare since a widely accepted reason for the creation of welfare states 
was to settle the defects o f laissez-faire. Its relevance today is twofold:
1. it has formed the foundation o f modern market systems implicit in the capitalist 
economy;
2. a modern variation o f it survives and is crystalised in the American system of health and 
welfare as outlined in chapter 7.
There has probably been no obvious transition discernible from the period of laissez-faire to 
that o f modern capitalism. It was at the time o f the Industrial Revolution that capitalism 
came o f age as it were. Laissez-faire appears to have been a term relevant to the early 
unsophisticated version o f capitalism. Accumulation o f capital by the merchant class and 
the introduction o f machinery formed the basis o f modem capitalism. Up to the time of the 
First World War there was an era o f enterprise and inventiveness in all aspects o f life. This 
slowed down during the war. Until that time the role of government had indeed been 
minimal in terms of intervention in business affairs (Wasserman 1944). The desirability of 
more state intervention was being acknowledged particularly in relationship to enterprise. 
There was a feeling that government should take a more active role in the welfare o f 
citizens. The war itself was significant factor in reshaping society. The state was now seen 
in a more positive light, hi Britain this was the beginning o f the collectivist era (Pinker 
1979).
The defects o f laissez-faire are similar to the flaws in modern capitalism and are reflected in 
predominantly market systems. These are addressed in a discussion o f the market (Ch. 
11.8 .1).
2.6 Consumerism.
The final strand in this Consumer-Centred Model is the concept o f consumerism itself. In 
many ways this is the most important element in that it encompasses thi'eads o f the other
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four strands. By this I mean that consumerism entails an individualist viewpoint. It 
concerns rights and in fact it could be argued that property rights have given way to 
consumer rights. The notion of consumerism is also as we have seen, rooted in the 
capitalist market-orientated economic system.
For the purpose o f this discussion two aspects o f consumerism are identified. One is the 
idea o f consumerism as a political movement which will be addressed briefly and the other 
is concerned with the consumerism as it relates to health and welfare systems and will be 
discussed in more detail. Each o f these aspects of consumerism takes into account a 
particular view o f citizenship and indeed the various citizens charters in public services 
generally, address, albeit superficially, the rights of citizens. The philosophical element 
which considers the morality o f viewing patients as consumers and health and welfare as 
commodities is necessarily laced with political and economic views as well.
Let us begin by considering the idea o f consumerism as a term in the general sense. The A
original French meaning of ‘consume’ was to ‘devour, waste or spend’. The term 
‘consumer’ has more or less displaced ‘customer’ which traditionally portrayed a 
buying/selling relationship (Williams 1988). The concept o f ‘consumer’ is more abstract 
and very much part o f a market-orientated relationship. The idea o f the ‘consumer society’ 
suggests a pre-occupation with all aspects o f consumption and production o f goods and with 
need satisfaction (Sulkunen 1997).
■1In the United States the whole individualist culture is infiltrated at every level with some
aspect o f consumerism, so much so that it has led to the expression ‘the throwaway society’ 
due to the dominant nature o f bureaucratic consumer capitalism. The dominance o f 7;
consumerism is also reflected in the growing area o f professional workers. The therapist and 
the manager are typical examples (Bellah et al 1996). Health and welfare services are also 




iIn Britain the introduction o f a consumerist ideology occurred during the Thatcher era. In 
practice this meant the introduction o f market forces into various public services including |
health and welfare. But it involved much more than structural changes. The concept o f %




factor in terms o f outcome of this re-labelling has been the change in relationship between 
the citizen and the state, between citizens themselves and between the citizen qua consumer 
and the professional. The citizen as consumer is no longer the passive recipient o f services. 
He is now invested with a ivoice’ and rights which allow him a degree o f choice as well as 
services o f a guaranteed quality which he has a right to accept or refuse as he chooses (Prior 
et al 1995). Furthermore, as a consumer he is compartmentalised in that he is identified as 
a patient, a recipient of welfare benefits or a public transport user accordmg to the context 
o f service use. He is in competition with fellow citizens for use o f services.
The introduction of the idea o f consumerism to British public services (I refer to health and 
welfare services in particular), came about as a result o f various investigations into how 
services were run. This was a result o f long-standing dissatisfaction with poor management, 
inefficiency and little consumer input. At the time these changes were seen by many as an 
improvement on the bureaucratic, paternalistic nature of state-run services. The changes 
which followed were based on the American model o f sei'vice delivery and focused 
attention on market-based strategies such as choice, empowerment and competition. In 
many ways it was the idea o f choice which was the main selling point o f consumerism, for 
inlierent in the notion o f choice is the idea o f control by the consumer over service use. The 
idea of consumer rights as laid down in the various charters was another attraction.
Critics o f the new consumerism maintain that the very factors which some see as benefits 
are in fact weaknesses since patients and other service users are thrown into competition 
with each other for scarce resources. Altruism is diminished and self-interest dominates 
(Prior et al 1995).
There are some moral issues which arise as a result o f the consumerist ideology. These are 
mainly related to what are often claimed to be the more negative elements o f markets in 
general, and are taken up in chapter 11. I am not suggesting that all elements o f the market 
ideology are flawed and indeed there is a case for saying that even those elements which are 
often negatively regarded may have some positive aspects. What is clear however is that a 
purely consumerist model o f citizenship is undesirable.
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2.7 Conclusions.
1. The individualism o f the seventeenth century could be said to be a result o f the 
breakdown o f the restrictive nature o f state/society relationships of the Middle Ages. It 
was manifested in various forms o f life from political to religious areas.
2. The right to propeity was an important component o f the individualism o f this period of 
history and the Lockean version o f it has been maintained, particularly in the United States 
where it is embodied in the Constitution.
3. The idea o f property ownership as a criterion for citizenship was not dissolved until the 
mid- eighteen hundreds.
7. A predominantly Consumer-Centred Model o f Citizenship would seem to reveal major 
tensions. An element of consumerism however might well be beneficial.
I
4. Early natural rights theory has given way to a new vocabulaiy o f rights including human 
rights. Rights in general now constitute a significant place in our perception o f citizenship. 
This trend is expanding as recent government attempts to underline consumer rights have 
demonstrated, albeit in a superficial fashion.
5. The concept of laissez-faire capitalism has been overtaken by a more modern equivalent 
which in America at least retains all of the original elements o f self-reliance and self- 
sufficiency. There, the market system controls health and welfare systems almost 
exclusively, hi Britain there has been an increasing trend in the same direction since the 
early nineteen eighties.
6 . The concept o f consumerism has become the most modern version o f citizenship. Moral 
issues arise when the concepts o f health and welfare are regarded as commodities to be 
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Chapter Three : The Neighbour Centred Model of Citizenship.
3.1 Introduction.
A neighbour-orientated model o f citizenship involves a Communitarian approach to the 
relationship between the State and the individual as opposed to the individualist/liberal view 
of the previous chapter. The idea o f the abstract, atomistic individual is rejected by 
Communitarians who maintain that the ‘se lf  is at least partly constituted by the particular 
circumstances in which an individual finds him self (Sandel 1982). It has been suggested 
that the Communitarian view came about as a means of con ecting the flaws o f the market- 
oriented, alienating character o f individualism (Plant 1992). There is a gieat deal o f 
diversity among Communitarians as to the conditions necessary for a type o f community 
which would be most likely to enhance the practice of citizenship. Not all Communitarians 
view community in the same way, Miller for example sees the nation as the community 
(Miller 1989). Sandel sees Liberalism as the politics o f various rights and 
Communitarianism as a theory which defines the common good. (Sandel 1984).
As already stated (pi 1) thiee strands have been identified in this Neighbour-Centred Model. 
These are: community and communitarianism, the concept o f fraternity and the general will. 
Together these strands encompass the main features of comnumity in relationship to the 
individual. The concept o f ‘neighbour’ is central to this relationship since modern 
perceptions o f community cannot deny the existence o f neighbours in the context o f 
citizenship whether we are using ‘neighbour’ in the global or in the local sense. The 
neighbour relationship in modem society need not and will not necessarily be consistent 
with the notion o f ‘brother.’ Neither should the notion of ‘stranger’ be any more 
appropriate.






3.2 Community and Communitarianism.
The idea o f ‘coimnunitarianism’ is relatively new and is generally used to remedy what are 
seen as the flaws o f individualism (Plant 1992) However the communitarian is concerned 
with more than just a positive vision o f community and its superiority to individualism.
The communitarian concern is aimed at the core o f the relationship between the individual 
and his particular community. Contrary to the views of some writers who see individualism 
and communitarianism as being directly opposed to each other, this is an over 
simplification. The idea o f the abstract, s e lf  interested individual at one end o f a scale and 
an ideal community at the other does not allow for the many variations in between. It is 
more likely that both sides are in a state of constant tension with each other. This point is 
borne out by Rosenblum who suggests that the idea of ‘abstractness’ is sometimes carried 
too far. Instead o f using it in a general sense it seems to imply isolation as an accurate 
description o f individuals (Rosenblum 1987). That this is not the case can be substantiated 
by the evidence o f certain liberal ideas within communitarian doctrines.
Although communitarians are divided on some issues there seems to be agreement on 
others. The notion o f the necessity o f community for human flourishing is one such area. 
This view recognises individual circumstances, not just in a geographical sense, as being an 
important element in human development. It rejects what Charles Taylor calls the 
‘atomism’ o f individualism (Taylor 1985). The idea of the abstract self is generally 
rejected by communitarians. Sandel argues that individuals must be seen in the context of 
their aims and values and this cannot be achieved if  the individuals values are seen as 
separate from him self (Sandel 1984).
It has been suggested that communitarianism implies a vision of the interventionist state 
while individualism implies a minimal state (Sandel 1984). However this may be too 
restrictive . Anarchism for example, preaches a doctrine extolling the virtues of 
community. The work of Kropotkin in particular comes to mind . He saw the concept of 
mutual aid and co-operation as being important, and in that sense community was essential. 
The basis for this Ki'opotkinite mutual aid and co-operation is said to be grounded in the 
idea of respect for persons.(Kropotkin 1927). Whereas the individualist sees respect for
persons as non-interference, the communitarian sees helping others to achieve a good life as 
self- respect. Ki'opotkin’s argument for respect via communal reciprocity is flawed because 
it assumes that all individuals will agree and behave according to the rules. Indeed 
Ki'opotkin recognised the need for some form o f rules although these should not come in the 
form o f government rules. Even if  people were motivated by self-respect and respect for 
others to obey certain rules, it still cannot be assumed that they will do so. Therefore the 
potential for deviance is a constant threat and the risk of unfair treatment of such deviants 
is high.
Another reason for the weakness o f anarchism, is the assumption of a universal feeling of 
goodwill within the community. By this I mean the idea that the views o f the communal 
unit will necessarily reflect those o f  the individuals themselves. Dworkin in his defence o f 
liberalism makes the point well when he says ‘integration does not equal altruism’
(Dworkin 1989). O f course this depends very much on how much we expect from the 
concept o f integration. Integration in the context o f a fi-aternity such as the Free Masons 
would require, as mandatoiy, that the good o f the Free Masons as a whole was as important 
to individual members as their own particular good. To expect the good citizen in eveiyday 
life to behave in such a way would seem to me to resemble the instrumental solidarity 
described by Durldieim (p i2) in which members eventually began to articulate the view of 
the group rather than their own.
What then are the characteristics o f true community according to the communitarian view? 
Many commentators on the subject o f community seem to take a nostalgic, even romantic, 
view o f past communities. This assumes that at some time there was in existence an ideal 
community, and that efforts should be made to revive a similar type. Thus political parties 
will fr equently invoke this as part o f the rhetoric of their campaigns. It is possible that what 
is being called for is a return to a spirit o f community, and in the case o f left wing 
politicians, a return to fi'aternity. It is unclear what form such a revival should take. What 
is clear is that the concept of community must now be expanded in order to tailor it to 
modern societies. Therefore the characteristics o f community which appear to be generally
accepted by communitarians, cannot be regarded as definitive.
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The first characteristic is the idea o f territory (Phillips 1993). I take this to mean 
geographical boundaries and location. Sandel saw the idea of situatedness as being 
significant on the basis that all other aspects of the community relationship would follow 
from this (Sandel 1982). This view must assume that a community based on a criterion o f 
common territory applies to those who have either inherited membership or who have 
voluntarily chosen it. There are problems attached to this. For example, to what extent can 
people choose their location? The answer is that only some people can, while many cannot. 
For those whose location is allocated by the state there may be no natural affinity with long­
standing members. Furthermore, the same people may well change location at regular 
intervals thereby reducing even further the possibility of community for those individuals. 
The element o f ‘no choice’ is in fact one o f the main criticisms of communitarianism by 
liberals. To carry the argument even further, one could say that the traditional territorial 
requirement for community has always been part o f its exclusive nature. Although citizens 
are not excluded for the reasons that prevailed in Aristotle’s time, nevertheless there is an 
exclusive element in the way in which some immigrant groups are discriminated against.
The exclusivity o f community was also evident at later periods o f history. In the foundling 
American settlements the Puritan community leaders had a system o f screening new 
arr ivals, from England and elsewhere. If  they were not considered to display the desired 
level o f godliness and commitment then membership was refused (Phillips 1993).
Another characteristic of community is the idea o f participation. This continues to be one of 
great importance to all political parties today (p i94). As my discussion in the final chapter 
shows there is a wide variation in individual perceptions of the ‘active citizen’. Whether 
this should be confined to charity and voluntary work in the community or whether it should 
include a degree o f political decision-making is one of the crucial questions for citizenship.
The Greek Polis is frequently referred to as a community in which those with citizen status 
had the opportunity to participate in politics. Even those who were not members of the 
Council o f Five Hundred or of the assembly were entitled to attend public meetings on 
issues relating to community life. But not all citizens who were eligible attended all o f the 
meetings (Barker 1925). Interestingly the notion of the passive citizen was apparent even 
then.
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The final characteristic to be discussed is the idea o f communal or social solidarity. This 
appears to embody the idea o f neighbourly concern between members o f communities and 
is often misleadingly referred to as fraternity among groups. I shall return to this idea 
presently in my discussion of fraternity. Communitarians tend to focus on the idea of 
solidarity to convey the feeling o f a common bond and sometimes a common history and 
culture in specific communities. Phillips regards this type o f relationship as special in so 
far as the bond formed holds only to the community in which membership is shared. The 
bond is also personal since it runs from one member to another (Philips 1993). The degree 
to which this solidarity has been realised in the course o f history is debatable. While some 
commentators depict the medieval kingdom as embodying close bonds o f community others 
deny this. For example Durkheim and Tonnies both refeiTed to fraternity among the guilds 
as though these were representative o f society in general (Durkheim 1893, Tonnies 1887). 
The history o f the medieval guilds shows that the spirit o f brotherhood was confined to the 
guilds themselves and was not applicable to non members. Therefore the guild fraternities 
were independent o f the rest o f the community. To say then, that the medieval kingdom 
embodied a sense of communal solidarity is probably inaccurate (Reynolds 1984). However 
even if  there is disagreement as to the presence or absence o f overall communal solidarity in 
the Middle Ages, there was according to Tonnies a specific type o f community relationship 
which he traced to this period o f history. This was the concept o f ‘gem einschaff which is 
analysed in the next section under the heading the general will (p52-3).
Finally the idea o f communal solidarity has received much attention in commentaries on 
American history. The idea o f cohesive community appears in the work o f Tocqueville and 
Bellah among others. Both o f these writers portray a vision o f close-knit community life and 
neighbourly concern (Tocqueville 1835, Bellah et al 1996). From the histoiy of America it 
is clear that there was a sense of community in the early settlements. In the sense that the 
colonies were territorially defined, and therefore relatively compact, there was the potential 
for sharing and even a kind of fraternity based on similar individual circumstances. 
However, there is a tendency for writers to classify all colonies as being the same. More 
detailed histories o f individual colonies reveals several differences. This is significant, I 
believe, if  the predominantly individualistic nature o f modem American society is to be 
understood.
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There were in fact three separate groups o f colonies, each with different populations and 
different trading interests. The first was New England. The settlers were mainly puritans 
from England, who were middle class, educated and religious. They would arrive , often as 
a church congregation (Simons 1929). Obviously this group would have shared a common 
bond. This group also contributed to the exclusive element already discussed (p44). The 
middle colonies were more agrarian and comprised a fairly diverse mixture of people from 
various parts o f Europe. Finally the southern colonies comprised the area o f plantations.
By this time the puritans had stopped arriving fr om England and it was the Cavaliers who 
came, including Madison and Washington. These were wealthy, powerful business men. 
(Simons 1929). The histoiy o f the colonies will not be pursued in this context. The element 
o f importance is that fr om the earliest point in its history America has been home to a 
diverse population who brought with them various cultures and customs. Entrepreneurial 
skills were evident at eveiy level o f business and labour, and no doubt the mixture o f 
cultures contributed to this. There were hierarchical divisions o f slaves, workers and gentry. 
Accounts o f the conflicts between various groups within the colonies, as well as the 
discrimination against blacks all create a picture o f disharmony and exploitation. From this 
perspective it is difficult to imagine a feeling o f benign communal solidarity or fraternity.
So far the discussion shows that the characteristics associated with community are ideals 
which comimmitarians feel are superior to the idea o f the isolated individual. Yet the 
prevalence o f these ideals in history is questionable. Perhaps it is the territorial 
characteristic which is the most accurately defined. Furthermore, if  these elements o f 
community were present, and together contributed to a sense o f harmonious living, then it 
was still not a perfect situation, for it ignores the coercive and exclusive notion o f 
communities. What is more likely is that the sense o f community so often referred to 
nostalgically, created a ‘safe’ structure in society in which the ‘rules’ were locally defined 
and each individual had a specific role and a ‘place’ in the general order. This characteristic 
is well defined in feudal society, hideed it was in rejection o f such cohesiveness that the 
individualism o f the seventeenth century came into its own (p24).
The idea o f neighbour relationships seems preferable to the more restrictive and often 
exclusive community. The concept of ‘neighbour’ would also appear to acknowledge the
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notion of choice within communities so that individualist and communitarian views are 
respected.
O f the various characteristics depicted in early communities, one o f the most powerful in 
terms o f social bonds was the concept o f fraternity which I shall now consider.
3.3 The Concept o f Fraternity.
There is a common assumption which suggests that the concept o f fraternity belongs to a 
time past, part o f the romanticised image o f early community life which I discussed earlier 
(pi 1). According to that image fraternity is related to the ‘blood- brother’ type relationship 
o f the ‘gemeinschaff’ (p53). If  we look at communities generally in the Middle Ages we 
can observe this tendency in many cases. Fraternity however does not confine itself to this 
one interpretation which I see as part o f the problem with the concept. While at particular 
times in history the idea of brotherhood was consistent with particular lifestyles, it has since 
become the subject o f criticism.
Various elements o f the concept o f fraternity can be identified historically as areas of 
concern, largely because the label has not been consistent with the use. This is not 
necessarily a problem o f definition per se, but rather that the idea o f fraternity which implies 
mainly benign connotations has been associated with events which were not so benign.
This applies both historically and more recently.
The concept o f fraternity came into its own at the time of the French Revolution when it 
was linked with liberty and equality. As I have described in the Appendix (p261) this was a 
time when the emotional tone o f the term was powerful in that it promised a solidarity 
among citizens. This proved to be a false promise and in fact fraternity was confined to the 
various groups o f uprisers and informers whose efforts contributed to the ‘teno r’ (Phillips 
1988).
While the concepts of liberty and equality both in the context o f the French Revolution and 
in history generally, have received much attention this has not been the case with fraternity.
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Although the idea o f fraternity has been crucial to socialism as portraying a bond between 
the individual and the community frirther amplification o f the concept has been vague.
There are two possible reasons for this. The first reason (suggested by Pateman) is 
grounded in feminist thought and proposes that there has been a desire to skim over the 
association between fraternity and patriarchy. This idea has to do with conflict between 
social contract theorists and patriarchialists and is separate fr om the more ancient fbims of 
patriachalism in which political power and social order were based in the family (Pateman 
1988). According to the patriachalist doctrine kings and fathers ruled in a similar manner 
as exemplified in the writing of Filmer. Filmer argued that the contract theoiy in which all 
men were free and equal was flawed, and that all law in fact originated fr om Adam. As a 
result all subsequent generations were bom into political subjection. All fathers were kings 
in their own families and the king’s word was law. The role o f the women was entirely 
subordinate to men because, according to Filmer ‘man is the nobler and principal agent in 
generation’ and women are procreatively and politically irrelevant (Filmer 1680). From a 
feminist perspective then, it could be argued that with the defeat o f patriarchalism fraternity 
has replaced patriarchy as the modem equivalent and that women remain on the periphery. 
The ongoing struggle for equal rights is testimony to the strength o f the ‘brotherhood’ in 
political life.
The second possible reason for the lack o f clarity in discussions o f fraternity generally is its 
exclusivity. The brotherhood which it seeks to portray is in fact enshrined in secrecy and 
available only to selected groups. This was apparent in the Puritan history in America 
among the early settlers. Here the idea o f brotherhood was a strong feature and this was 
reflected in the various covenants upon which the system was based (p46). The covenant, 
(according to McWilliams) was defined by the values and goals to which its members 
committed themselves and which gave to individuals a common soul. There were four 
covenants in puritan life. These were: the covenant of grace and brotherhood o f man, the 
covenant o f nature and brotherhood o f blood, the church covenant or brotherhood o f visible 
Cliristians and the political covenant or brotherhood o f citizens (McWilliams 1973). What 
is clear from analysing the covenants o f puritanism is that fraternity was not something 
which existed as a form o f mutual concern and bonding between members of a conmiunity. 
It was more in keeping with the fraternalism found in certain organizations which obseiwe 
strict rules and are highly exclusive in nature. I have already indicated that the early
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colonial settlers were screened upon arrival and admission to these groups was selective.
The case o f fraternity in puritanism highlights an important point in relationship to fraternity 
in general. It points to the confusion inherent in the label ’fraternity’. Similar 
misconceptions existed in relationship to the guild system o f the Middle Ages (p45). These 
too were exclusive to chosen members and not part o f ordinary coimnunity life (Reynolds 
1984).
Fraternalism as opposed to fraternity is a characteristic o f fraternal organisations. It involves 
a specific code o f behaviour and indoctrination. Historically various political organisations 
incorporated this idea. The thiee which have been most evident are the Nazi movement in 
Germany, Fascism in Italy and hnperialism in Japan (Brooker 1991). In developing this 
idea Durkheim described a mechanical type o f solidarity or common consciousness which 
was typical o f such groups. The collective conscience became the individual conscience so 
that the individual was trained to think in terms of the ‘cause’ (Durkheim 1893). This 
presumably was the kind of depersonalisation which enabled members to act on behalf o f 
the organisation without regard for any sense o f morality.
Having identified the problems associated with the concept o f fraternity the question 
remains as to its relevance or otherwise in the modern community and for citizenship 
generally. On the grounds o f discrimination between the sexes it is non viable. This view 
is supported by feminists such as De Beauvoir (De Beauvoir 1953).
To the extent that there is confusion pertaining to the use o f the term ‘fr aternity’ it calls for 
reassessment. We must clearly differentiate between ‘fi'aternity’ as a form o f social bond 
and the ‘fraternalism ‘o f organisations. Since this distinction appears to be problematic in 
ordinary discourse, and since the modem community is no longer consistent with ‘brother’ 
relationships, an alternative label is desirable. This label should incoiporate the idea of 
neighbourliness therefore it is suggested that neighbourly solidarity should replace 
fi'aternity. This compromise would allow the notions of ‘community spirit’ and an esprit 
de corps to remain essential ingredients o f the perception o f community.
Both the concept o f community and fr aternity are implicit in the theory of the general will. 
Hegelian philosophy emphasises the importance o f the community for human development.
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The harmony expected by Hegel to exist between the members o f communities amounts to 
an ideal type o f fraternity however unrealistic that might be.
3.4 The General W ill.
The strands o f the Neighbour-Centred Model already discussed, i.e. community/ 
communitarianism and fraternity imply a certain relationship between the state and the 
individual. In the context of the communitarian ideology the state occupies a place 
altogether more prominent than that observed in the individualist ideology. One way of 
investigating the nature and importance o f this role is via the idea o f the general will.
Central to this whole issue o f the states role is the question why do we obey the state. In the 
context of a community-based view why do we allow the state the degree o f input and 
intervention into our lives that it has? Is it in recognition o f the protection o f our welfare by 
the state which also includes various services and welfare benefits? Or is there some other 
motivating factor such that we perceive that the govermnent is acting towards the common 
good and therefore that we should comply?
The general will theoiy is one means o f justification for political obligation and therefore a 
possible answer to the question o f oui’ obedience to the state. Many accounts of the theory 
are obscure and it is uncertain how they are translated in a practical sense. For the purpose 
o f this discussion in which ‘community’ is the overall concern, I shall refer in general terms 
to this theory rather than explore its complex philosophical foundations. My aim is to 
show how various types o f community are expressed via a particular interpretation o f the 
general will. I shall then attempt to relate this to specific community relationships such as 
the ‘gemeinschaft’ and ‘gesellschaft’ as depicted by Tonnies. Although the general will 
theory is mainly associated with Rousseau I shall refer mainly to the work o f Hegel who 
brings out more shaiply how the ‘w ill’ is seen as important in influencing the way 
individuals (according to Hegel) revere and deify the state.
Let us consider the idea o f general will. An oversimplified explanation might be that it is 
based on the idea that individuals regard the state as being superior to their eveiyday wants, 
and they are enabled to hold such a view because a higher level o f consciousness allows
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them to do so. That is the Hegelian view which draws a distinction between what people 
think they want and what they really want which is dependent on a will which is rational. 
This rational will also enables individuals to perceive their actions in terms o f the common 
good. According to this image the rational will is the general will. It involves the common 
good, the moral person and the total unity. The total unity implies a degiee of fraternity 
between the members o f the community and through this fraternity runs an appreciation of 
the good o f fellow human bemgs (Hegel 1821). I shall return to the more complex basis of 
Hegel’s view o f the state presently.
But how does the idea of a desire to realise the common good come about given the human 
capacity for self- interest and s e lf  satisfaction? One possible answer to this question is that 
the s e lf  interested individual who was the focus of attention in the Consumer-Centred 
Model (Ch.2) belongs to an ideology based on natural rights theoiy and that the notion of 
the general will is in opposition to that theoiy. Proponents o f the general will theory 
therefore assume not only a different view o f the state but also of the individual himself. 
According to the general will theory the individual, so it is proposed, has at least the 
potential for pursuit o f the common good unlike the theory o f the abstract individual who is 
presumed to hold no such potential. (He may o f course be assumed to have the potential at 
a higher level o f consciousness but the circumstances prevailing upon him ensure that he is 
mainly concerned with the selfish will).
If we accept the idea o f individuals desiring the common good more than their own personal 
good, and many do not, then we need to ask what is the mechanism for such altruism?
There are several possibilities and all require that the meaning of the general will be spelt 
out. Clearly, as Raphael reminds us, the general will cannot simply mean the will o f all 
because if  eveiyone spontaneously agreed to the same policy then there would be no 
question to answer (Raphael 1970). A more likely possibility would be that the general 
will is the will o f the majority and in reality this is usually the case. This might explain the 
reason why some govermnent policies are accepted but it does not necessarily justify them.
It cannot justify them because to say that the majority view is better than that o f the minority 
can not be proven. Most importantly it is the motivating factor in the majority decision 
which is crucial. If in fact the majority, that is each individual within that group, genuinely 
believed that a proposed policy was best for all then the general will is a viable proposition.
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However if the motivation was based on something like the herd mentality where one 
person aimlessly follows the other then the argument for the general will falls down on the 
basis that the view o f the majority did not reflect what they felt was morally right (Nietzsche 
1887).
It could o f course be argued that most people Imow what they want and therefore a majority 
decision is usually correct. However the idea o f the general will involves more than 
individual preferences. It is concerned with the view that each individual, as well as being 
capable o f identifying what it is he wants, is also capable o f knowing what he ought to do 
and that as a moral person the action which he ought to take is the same action that he 
would choose if  he had more wisdom. In other words a man may know what in fact he 
wants but not necessarily what he really wants and what he really wants amounts to the 
common good. Proponents o f the general will go on to argue that the individual real or 
general will must be in harmony with the will o f others. This is the Hegelian idea m which 
individuals not only join forces to deify and obey the law o f the state but they become the 
state or the Volk and it in turn becomes the supreme and universal will o f the community. 
The relevance o f the will in Hegelian philosophy lies in the fact that the community and 
therefore mans behaviour in it, is vital for individual development. All activities and 
aspirations are meaningful only in a social context (Hegel 1821).
The way in which a variation of the general will is expressed in community life is 
demonstrated in the work o f Tonnies. In his work on ‘gemeinschaff and ‘gesellschaft’ he 
attributes the notion o f ‘gemeinschaft’ to the natural will and the ‘gesellschaft’ to the 
rational will. Here the two levels o f will are seen in the context o f specific relationships.
The natural will is inborn or inlierited and develops alongside the development o f the 
organism. Rational will is the product o f thinking (Tonnies 1887). The idea that all social 
relationships are willed is central therefore to the work of Tonnies. In some cases people 
associate with each other because they attach intrinsic importance to the relationship. But in 
other cases people do so only for the purpose o f attaining a specific goal. The natural will 
has many dimensions the most important o f which are unity and understanding. In such 
relationships each individual understands the other and is interested in his welfare. Rational 
will on the other hand involves careful calculation of desired goals between two people. 
(Tonnies 1887).
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According to Tonnies all activities pertaining to living together are part of the gemeinschaft. 
The central element o f such relationships is the family. So the ‘gemeinschaft’ demonstrates 
‘true’ community which includes the family, close bonds between members, and 
benevolence and mutual concern. This ideal type, the ‘gemeinschaft’ o f Tonnies, is difficult 
to locate historically, it is recognised that elements o f the ‘gemeinschaft’ were present in 
some communities and some o f these elements may remain today among neighbours.’
There were nevertheless conflicts among members as my discussion on early American 
colonies (p46) and the previous section on fi'aternity shows.
Tonnies’ exploration o f ‘gesellschaft’ appears to have more relevance to modern society. 
This is true o f organisations as well as individuals. The mechanism o f the rational will as 
part of the ‘gesellschaft’ is complex. Both rational and natural will can be present at the 
same time just as ‘gemeinschaft’ can remain alongside ‘gesellschaft’ (Tonnies 1887). Here 
Tonnies highlights the individual’s potential for true community and at the same time his 
desire for market type relationships. Although the two wills are separate they are 
nevertheless part o f the whole person.
A combination o f both ‘gemeinschaft’ and ‘gesellschaft’ is anticipated in Hegelis’ view of 
community. The emphasis on the importance o f the family for social order combined with 
the working o f industrial organisations amounts to the external realisation of Right (Hegel 
1821). The state is glorified and supreme and this is reflected in the individual’s perception 
of community. Ethical life is communal life since man can only see him self and be seen by 
others as a moral person in the context o f the community. Hegel identifies three powers 
within the state. These are: legal power which determines the universal will, the executive 
power which deals with conformity to the universal will and the power o f subjectivity 
which is the ultimate and sovereign power which defines the unity o f the state. Since the 
community reflects the supremacy o f the state it too is invested with similar powers.




A community being a community depends more on how its members behave, on how they
fee l and think about it there is a sense therefore in which a human community is what
it is because it is reflected in the minds o f  its members ’ (Hegel 1821).
General will theory emerges as a complex concept which is subject to many interpretations.
It is fur ther complicated by the notion o f duality o f wills i.e. Tonnies speaks o f natural and 
rational will, Bosanquet refers to real and general will (Bosanquet 1930). Similarly 
Hegelian philosophy is concerned with universal and particular will (Hegel 1821). Even if  
the idea o f the various wills is accepted either independently or in combination the problem 
o f the purpose o f the general will remains. If  the general will means the pursuit o f the 
common good then the term ‘common good’ is vague and fails to clearly define who should 
decide the common good, the individual as part o f a community o f others, or the state. If 
the common good amounts to the good o f the majority what about the minority? It is 
because there is no really satisfactoiy answer to these questions that the general will theory 
is weak.
3.5 Conclusions.
2. The romantic and sometimes nostalgic accounts o f early community belies its exclusive 
and potentially discriminating nature.
>=■
1. O f the various characteristics o f community described by communitarians it is the 
territorial element which most accurately reflects ‘community’ in its historical context.
a
3. The concept o f fraternity in its true and original sense can pertain to modern 
communities only if  it is re-labelled. The reasons for this are largely related to 
misapplication o f the term. The implied ‘brother relationship inherent in the concept is
fiequently confused with the ‘fraternalism’ o f organisations. The idea o f ‘neighbourly 
solidarity’ is suggested as an alternative.
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4. ‘Neighbourly solidarity ‘ would relieve fraternity of its historical association with the 
‘brotherhood ‘o f ideal types o f community. It would also remove the obvious element o f 
sexual discrimination.
5. The theory o f the general will as reflected in various community-type relationships is 
difficult to apply except in the context of totalitarian systems. The Hegelian view is 
particularly relevant here.
6 . The idea that the general will seeks to promote the common good cannot be upheld 
since the meaning o f the common good is itself ambiguous.
7. The concept o f The Neighbour-Centred Model, involving a communitarian approach, 
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Chapter Four; The Client-Centred Model of Citizenship.
4.1 Introduction.
So far the individual has been considered as a consumer o f seiwices (Ch. 2) and as a 
neighbour (Ch. 3) in the overall context o f citizenship. Both o f these roles have shown the 
individual in a particular relationship to the state. This Client-Centred Model includes not 
only the individuaTs relationship to the state but also to particular professionals. For the 
purpose of this discussion it is the health and welfare professional who is most relevant 
although clearly many of the points identified relate to professionals in general.
The strands identified for discussion are: talent, expertise and control. It will be shown that 
each of these is related. An analogy is drawn between the modern professional and the 
guardians o f Plato’s Republic using the three strands as the focus o f comparison. Taken in 
sequence the tlnee strands reveal tensions which are most apparent in the aspect of control.
Although there are obviously differences between the guardians and modem professionals, 
there are also many similarities. The idea o f talent for example, sets groups apart in the 
sense that they may claim certain privileges. Once the talent is recognised then training and 
education begin leading to expertise. Today this tends to be focused and sometimes 
specialised. In the Republic on the other hand education was much wider and the 
achievement of wisdom could lead to an elite status for a few (Plato).
The idea o f expertise has grown alongside professionalism which itself has proliferated 
with the development o f the Welfare State. O f increasing concern is the growing number 
o f self-proclaimed experts within health and welfare agencies particularly counsellors. 
Despite the warnings o f Illich and others this is the ‘age of the expert’ (Illich 1981). An 
immediate tension arises between the notion o f ‘consumer’ and ‘client.’ The former is 
urged to fend for him self while the latter is expected to bow to the allegedly superior 
knowledge o f the professional qua expert. There is also tension between the professional 
expert and the help of a neighbour.
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Control follows naturally fi’om the above description. This control lies uneasily alongside 
the idea o f caring. If it is accepted that health care professionals are employees o f the state, 
then we can say that the client/patient is under the control o f the state, albeit indirectly. 
Caring on the other hand is owned by the individual professional. It is something which he 
may or may not regard as part o f his professional role. Control can be part o f caring to the 
extent that it can be justified in some instances. In other situations it merely highlights the 
inequality o f power in the relationship between the professional and the client.
Before considering each of the thi’ee strands and comparing the modern to the ancient 
perception, let us consider the notions o f professionals and professionalism and their 
evolution in general terms.
4.2 Who are the Professionals?
The way in which we use the term professional is often umelated to the idea o f membership 
of a profession. When used as an adjective ‘professional’ usually implies a measure o f 
ability or performance - a professional result as opposed to an amateur one. Equally, when 
used as a noun ‘professional’ does not necessarily mean membership o f a profession. Thus 
we can refer to a ‘professional cook’ to attribute our approval o f the standard o f the work. 
The saying ‘leave it to the professionals’ is similarly used to emphasise a degree of 
difference between amateur and skilled work.
Membership is confined to those professions which are ‘recognised’ according to specific 
criteria. In other words they must fulfill certain conditions and have certain characteristics 
which distinguish them from other occupations. This of course avoids specific definitions 
and is the path chosen by many commentators. Given that the idea o f professionalism is not 
static, but constantly evolving then this may be adequate.
If we consider particular characteristics necessary for membership o f a profession then these 
must retain a degree of flexibility since many occupations can fulfil some but not all o f the 
criteria. Jenkins concluded that all o f the following were necessary conditions for 





1 possess a unique set o f abilities,
2 are based on a systematic body o f loiowledge.
3 are client-centred,
4 bond members together in associations,
5 have licences to protect standards.
6 have a code of ethical conduct.
7 assume responsibility for professional acts,
8 operate on a fee for service basis
9 undergo prolonged training,
10 possess specialised knowledge (Jenkms 1983).
Others emphasise the importance o f specific features. Downie, for example, underlines the 
relationship aspect between client and professional. He also attaches importance to the 
necessity o f a broad education as opposed to training in the narrow sense (Downie 1990). 
These characteristics are taken up again in the context o f the three strands for comparison 
with Platos guardians (pp62-3).
Having identified the characteristics which professions ought to have let us now consider
the difference between the idea o f a professional and that o f an expert. Since the notion o f
expertise is an integral part o f a friture argument (p66) I shall confine my discussion here to
this distinction. There is often a degree o f confusion in everyday language between the
meaning o f an expert and a professional. Politicians frequently refer to experts when in fact ;
they mean a specific profession, for example doctors. The label ‘expert ‘ can in these 
.instances have a derogatory implication. It is not surprising that the two terms are used 
interchangeably since one can be both an expert and a professional. In that sense the 
professional may be so specialised in his particular field that he is indeed an expert on his 
subject. If  specialisation is the criterion for expertise, then the implication is that only a few 
are worthy o f such acclaim. This however runs contrary to the more usual sense in which we 
use the term expert. The idea o f a ‘society o f experts’ was certainly the cynical view o f 
Illich whose work on the subject deplores the lack of that very thing which experts ought to
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Ill discussing the characteristics o f professions it is relevant to trace their development 
briefly in a historical context. This is o f interest because although the concept o f a 
professional is not new, it was not a gradual evolution. Many o f the established 
professional associations that we know today emerged over a fifty year time span with little 
if  any new professions emerging between the mid sixteenth centuiy (the beginning o f the 
scientific age) and the early part o f the nineteenth centuiy. This was true o f both Britain and 
America (Larson 1977).
The concepts o f professional and professionalism can be traced to the beginning of 
associations around the eleventh century. A clear distinction existed between those which 
belonged to the craft guilds and those which belonged to the university system. Tlie church 
to a large extent dominated both. The specialist professional tended to be affiliated to noble
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have i.e. ‘expertise’ (Illich 1981, Illich et al 1992). The idea that almost anyone can set 
him self up as an expert has been the most alarming aspect o f the rise o f the professional not 
just because the two terms are used interchangeably but also because not all professionals 
achieve such a standard of excellence as to constitute expertise. Doctors and nurses for 
example can have some knowledge o f counselling as part o f their training but only a few 
take this to a higher level. Not all o f those will have the qualities necessary to be an 
effective counsellor. Similarly the general practitioner may have some skill in the practice 
o f obstetrics or paediatrics but special knowledge, training, and practice are required if 
specialisation and expertise are to be achieved.
The idea o f a society o f experts is not without foundation. In Britain the Welfare State has 
been responsible for the rise of the health and welfare professional. In the United States 
there is a similar situation although the New Deal equivalent in no respect equals the British ;
welfare system. In fact it is consumerism which in America has led to the need for more |
experts in order to cater to the constant new needs o f the production consumption cycle.
The two main areas which have flourished under this need for experts are therapy and 
manage 
1996).




The public perception o f professionals at this time was one o f growing interest mainly 
because o f the specialist knowledge possessed by doctors, lawyers and parsons. To consult 
an expert was to have access to a kind o f information not available to others (Corfield 
1995). If  we go back even further to the time o f Plato we can see that it was not so much 
the specialist knowledge but special ability which made the elite group o f guardians fit to 
become philosopher kings who could rule the rest o f the citizens (Plato).
The result o f democracy is dissension and even tyranny. The main dangers of tyranny are 
violence, incompetence and disunity (Plato). Plato envisaged a change in the way
62
households while the ordinary practitioner was employed in the medieval market as 
tradesman or artisan. Lawyers and doctors were regarded as members o f the church who 
had undertaken special functions. Professions such as divinity, law and medicine were seen 
as professions fit for gentlemen. Surgeons and teachers were excluded from this category 
(Can-Saunders 1933).
3
4.3 An Analvsis of Plato’s Guardian Class.
In order to understand the class divisions in the Republic it is necessary to consider briefly
the reasons behind Plato’s desire for the ideal state. According to Plato there were three
main flaws in the Greek City State. These were: class war, bad government and inadequate
education (Crossman 1937). The government o f the time alternated between oligarchy and 
.democracy. Oligarchy was seen by Plato as pandering to the interests o f the wealthy with 
an emphasis on private property. The result was a domination o f the poor by the rich 
(Crossman 1937).
Plato attributed many shortcomings to the idea o f democracy. Since men are incapable of 
choosing a leader on the basis o f ignorance then the least suitable member could easily be 
elected. Furthermore the ‘liberty’ inherent in democracy causes a general lack of respect for 
authority and a lack o f cohesion. The leaders themselves may exploit people since power
leads to control which must be carefully monitored (Plato).
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governments were run. Political power should be confined to those with the ability to 
exercise it. This power belonged to an elite minority which should be specially trained for 
the task. The main focus should be on the education o f children by experts so that future 
generations might benefit from their superior knowledge. The ideal to which Plato aspired 
was based on Sparta. He saw the success o f that scheme as being due to tlu ee main factors.
These were:
1 Sparta had a self-sufficient economy which was predominantly agricultural;
2 the government was in the hands o f a specially trained, hereditary ruling caste;
3 education was rigidly controlled (Crossman 1937).
Even Sparta was not perfect according to Plato. There was corruption in the army and 
Spartans as men left much to be desired both intellectually and morally. Plato wanted a 
system in which the serfs would voluntarily submit to the rule o f law rather than being 
slaves terrorised by the secret police. The Academy was the institution which Plato thought 
his ideal state would be realised. It would offer a reasoned and self-disciplined morality 
where the individual will would be nurtured and where he would learn the principles of law 
which because he understood them, he would therefore submit to.
There were three orders in Plato’s ideal state. These were: the Rulers (Legislative and 
deliberate). Auxiliaries (executive) and Craftsmen (productive) (Plato). The guardians 
comprised the first two groups chosen at the two levels on the basis o f talent and merit. The 
higher grade were the philosopher rulers, an elite group who had achieved the ultimate 
degree o f success in training and education. The Auxiliaiy group formed the militaiy and 
were subject to the same life-style as the higher group. The third group are assumed to have 
lived a more conventional life although there is relatively little documentation of this in the 
Republic. Children from this group could move up to higher levels if  a certain standard of 
education was achieved. Equally children born into the higher classes could be demoted if  
unsuccessful (Plato).
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The main emphasis in the guardian class was on talent and at a later stage the development 
o f expertise. The main point to be stressed before continuing with an analysis of the 
guardians is that history seems to have placed Platos ideal state in a position in which it has 
been challenged on a number o f grounds. By this I mean that different accounts o f the 
Republic are reflected in relationship to specific times in history. For example, with the rise 
of totalitarian regimes and fascism the Republic began to be criticised whereas previously it 
was hailed as an example to be followed. As time passes the charge o f Utopianism 
becomes more relevant. The modern commune o f which the Israeli kibbutz is an example, 
is now being analysed in terms o f the negative aspects o f separating parents and children 
and for the whole notion o f the ‘communal family’ (Bowes 1989).
The guardians were chosen on the basis o f talent and a certain standard o f academic 
achievement. Let us begin by considering the notion of talent in relationship to the 
guardians and to the modern professional.
4.4 The Concept o f Talent.
The idea o f a small minority being singled out for the office of philosopher ruler or auxiliary 
was part o f Plato’s idea for the pursuit o f excellence. The guardians were trained and 
educated for the specific function o f ruling the other two classes. As such they were 
invested with immense power and were seen to possess a degree o f wisdom superior to 
other groups. On the basis o f success in various examinations they were granted this power. 
But there was a price to pay for such distinction. They were denied an ordinaiy life 
including a family. Relationships were restricted and procreation was planned and designed 
to create a specific type of individual - one whose parents were o f the conect calibre for 
reproduction o f the ideal citizen (Plato).
The talent which the guardians possessed was not only based on academic achievement but 
also on the wisdom accumulated by virtue of being part of the community of philosopher 
kings. The fact is that this talent was derived from closely monitored and strictly controlled 
education. The quality o f wisdom was usually achieved in middle age. Censorship was used 
to eliminate any material deemed unsuitable in the education o f young people. The result
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was that education was ‘uniform’ as were the individuals who emerged from the system. ‘A
potential guardian must also be gentle and just, own no property and generally live in 
harmony with his fellow  guardians ’ (Plato).
Because o f special abilities which the guardians were assumed to have they would see life 
from a stance o f philosophers and as such their perception would be sharper than that o f the 
ordinary citizen. Various similae are used to emphasise this difference. The philosopher 
would literally see things more clearly. The world o f ideas is clear only to a few while the 
world of passing things is clear to everyone (Plato).
There are several problems identifiable in the notion of ‘chosen talent’ and some of these 
are relevant to modern professionals. The most obvious is the idea of indoctrination which 
might lead to the mechanical solidarity defined by Durkheim and refeii’ed to in chapter 3 
(p49). In a sense the guardians portrayed the ultimate fraternalism. A variation o f this is 
sometimes seen in professions such as medicine where members join forces and maintain a 
united fr ont or solidarity when for example the position o f ‘professional’ is thieatened by 
adverse publicity for example.
The assumption o f competence which Plato invested in the guardians was based on their 
superior intellect and wisdom and also on high moral standards. The idea o f individual 
growth was less important than that of the collective, hi such a system the notion of 
particular individuals surpassing others was not encouraged. In reality in those 
circumstances not all members may have the same degree o f competence or motivation, hi 
the same way we can say that some professionals are more competent than others. Certainly 
there are some professionals whom we would choose to treat us medically or to represent us 
legally over others, if  that choice was available. An assumption o f competence may 
therefore constitute a danger to the client. It may also affect the professional who because 
he is expected to be competent may be carried along by the system unaware that he is in 
fact incompetent. Academic achievement does not necessarily mean that a professional 
will be talented, competent or knowledgeable about every aspect o f his particular field. 
There is also a case for saying that it is unnecessary for talent to be demonstrated in all 
aspects o f a profession and that so far as the client is concerned it is competence which is
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most important and that special talent is found among experts who specialise in one area 
(p72).
m.
Plato’s guardians were specially chosen for a specific role. Although it is difficult to 
imagine a modern organisation choosing talented individuals for the same reasons that Plato 
did, the idea o f ‘spotting talent’ is not unknown today. The idea o f individuals being chosen 
because o f a particular talent or ability is seen in sports. In Russia for example athletes are 
fr equently ‘spotted’ at an early age, then trained and cultivated with the aim o f achieving a 
standard o f excellence. This talent is entirely specific to the individual in question and the 
sport to which it relates. This is similar to the idea in the Glass Bead Game in the novel by 
Hermann Hesse in which the most talented scholars are creamed off in childhood and 
placed in elite schools and isolated fr om ordinaiy life rather like Platos guardians (Hesse 
1960).
The problem with isolating chosen individuals in the pursuit o f excellence is that they may 
become obsessed with the task at hand to the detriment o f other areas o f life. As mentioned 
earlier (p66) Plato’s guardians were denied the right to family life as we know it.
Professional sports players may be similarly denied some aspects o f ordinary living. In
...
another sense professionals may become intellectually isolated, unwilling to contribute to 
any topic other than that in which they are talented. Talent identified in such a way is to be 
distinguished from the modem idea o f ‘head-hunting’ of already established talent. This 
trend is evident in many professions and in politics. In this case the ‘chosen’ individual 
may not necessarily be the most highly qualified but may have a specific interest or direct 
focus in a particular field which makes him more desirable than other candidates.
...........................................................Talent or special ability can lead to expertise in many professions. It often depends on
ftirther education and specialist training. Let us now consider the idea o f expertise.
4.5 The Concept o f Expertise.
I have already drawn a distinction between the concepts of ‘expert’ and ‘professional’
(p60). In fact expertise can be found in any occupation. It is therefore necessary to discuss
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the idea of expertise acknowledging the fact that it applies to professionals and 
nonprofessionals. This is relevant because the claim to expertise by some individuals is at 
the heart o f the controversy inherent in statements like ‘the age o f the expert’. The 
implication here is that there is an expert for every ill and it is difficult to differentiate 
between real and pseudo expertise. It is therefore crucial to decide what the concept of 
expert entails and who is justified in claiming such a title. This clarification is important 
because it is the client who is central to the idea o f expertise, at least in health and welfare 
fields, for without clients many experts would be redundant.
An expert, then, is someone who in his particular field, professional or otheiwise has 
laiowledge practical ability and skill as a result o f training over and above standard levels.
He also has a special interest in this area and it is this interest which fuels his enthusiasm 
and makes him credible to others as a practitioner. He may be one o f many experts in that 
field or he may hold the monopoly of expertise as for example is seen in the more unusual 
occupations for example porcelain restorers or clock makers.
If the idea o f special ability is the standard by which talent is gauged then which are the 
factors which contribute to expertise? Training is obviously important in order to learn the 
particular skills o f the occupation. This applies to the recognised professions as well as the 
many occupations which may be seeking professionalisation. The negative side of this is 
that unlike professions there is no statutoiy body for regulation o f experts. Hence the risk o f 
the self-proclaimed expert.
Assuming that training is important in gaining expertise the question arises as to what this 
means. How for example does training differ from education? To say that an individual is 
trained in some field implies that he has successfully learned a specific set o f skills e.g. |
manual in the case of a machine operator, highly technical in the case o f a technician, or a 
combination o f both as in the case of an airline pilot. But this is a rather limited view.
While training usually implies the acquisition o f teclinical expertise only, it could be argued 
that training is a prerequisite for exercising intellectual skills as well. (Plato’s guardians *<
underwent rigorous training o f the mind and body). There are two aspects to this view.
First, the development o f creative thought as in philosophy or mathematics requires a
' Icertain ‘technical know-how’. For the student just has to know certain rules o f mathematics
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e.g. multiplication o f two negative numbers results in a positive number. Similarly, 
philosophical analysis must conform to certain basic rules even if  the analysis itself invents 
new rules.
But to say that an individual is trained is not necessarily to imply that he understands what 
he has been taught. After all, monkeys can be trained to perform a number o f manual tasks 
but it is unlikely that they have any understandmg o f the concepts involved (as far as we can 
assess). The same may apply to humans. An individual may perform some manual task 
with the utmost perfection and dexterity and even expertise but have no concept of the 
theory underlying the procedure.
The question o f education in relationship to expertise is less clear. Education can be either 
narrowly or broadly defined. Clearly there are standards of general education which are 
required for particular occupations. This does not necessarily mean that a person is 
‘educated’ in the sense that he is knowledgeable about subjects other than those related to 
his own interest. Doctors for example may be highly trained and educated in the 
conventional specific sense and yet be relatively uneducated in the wider sense. They may 
for example know little about art and culture despite being an expert in some aspect o f the 
medical sciences. This ‘narrow’ view is quite likely to affect relationships with clients or 
patients when the professional may be so rooted in his ‘ivory tower’ as to be unable to 
perceive the kind o f life the client has outside. The widely educated doctor is also more 
likely to be particularly skilled at detecting and assessing symptoms and signs o f disease. 
This may be because he has travelled more and therefore seen more cases or it could be that 
he is generally more open to the possibility o f a wide range of potential causes o f disease. It 
could be concluded then that education as well as training is crucial for professionals. The 
wider the education both inside and outside the chosen field then the more clients stand to 
gain in their interaction with professionals. Equally the professional will gain in terms o f 
self-development. I
The idea o f the truly educated versus the standardly educated and trained individual is 
highlighted in Plato’s plan for the guardians. Sacrifices were necessary to achieve this goal. 
To a lesser extent modern professionals may feel they have ‘missed out’ on various aspects 
o f life in pursuit o f their goal. There are two main features about the life o f the guardians
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which are o f interest in relationship to modem professionals. One is the degree to which 
their lives were controlled. This included not just their education and the lack o f family life 
but aspects o f everyday living such as diet and exercise (Barker 1925).
The other feature is their apparent lack of choice at any stage o f the transition from one 
level o f education to another. One conclusion to be drawn from this is that because the 
guardians had been indoctrinated towards a specific model o f citizenship from an early age, 
that they were conditioned not to wish for anything else. This in itself constitutes a form of 
control.
The idea o f control was central to all aspects of life in the Republic in ways which would be 
quite unacceptable to the modern professional. This is not to say that the idea o f control is 
irrelevant to modem professionals. Let us now consider the concept o f control in 
relationship to professionals.
4.6 The Concept o f Control.
The idea o f control in health and welfare sei'vices is manifest in a variety of ways. The 
Marxist certainly sees the professional as an instrument o f the state and to that extent he is 
controlled by the state (p i78). There is some truth in this statement in so far as 
professionals in health and welfare services (in Britain) are ultimately employees o f the 
state. It must therefore follow that there should be some accountability on the part o f the 
employee to the employer. If  this is the case then a degree o f control is justified within the 
bureaucratic structures o f welfare and health services. However in the British system, in the 
health service in particular it was doctors who controlled the deliveiy o f service until 
relatively recently (Harrison 1988). A similar situation exists in the United States where 
the American Medical Association was able to exert pressure against the Clinton Health 
Bill. Thus there is evidence that substantial power rests with the medical profession.
hi any bureaucratic structure there is likely to be an undercunent o f control between the 
layers of the organisation concemed (Weber 1946). Most professional organisations 
therefore will display some level o f this. In this discussion I shall confine myself to health
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care in particular although many o f the social service institutions are also relevant. What is 
significant about this control is the fact that the client is usually situated at a distance from 
the original source of the control so that decisions made at ‘the top’ will eventually filter 
down towards him but rarely will this be by direct contact with the professional. The kind 
o f control hi this situation is very much linked to bureaucratic organisations. Prior to the 
reorganisation o f the National Health Service this was one of the main areas o f concern 
(Griffiths 1983). It remains a concern to some extent in all public service delivery although 
the recent wave o f consumerism has cast these relationships in a new light (p i 54).
It is possible to identify two main areas in health and welfare services in which the idea o f 
control is particularly relevant to a Client-Centred Model of Citizenship. Both identify the 
client as the main focus o f attention and both can be problematic and tension- producing. 
They are: control o f seiwices delivered to clients via professionals and control o f clients by 
professionals in the context o f the caring relationship. These two elements are but examples 
of control in the context of the client/professional relationship and are not intended to imply 
the complete picture o f control in bureaucratic institutions generally.
4.6.1 Control o f Seiwice PeliveiT-
Let us begin by briefly exploring the idea o f service control by professionals in health 
services particularly.
In the British National Health Seiwice doctors have held a great deal o f influence over the 
issue of health policy. Only recently, with the publication o f the 1989 White Paper 
‘Working for Patients’ has this situation changed (Flynn 1992). The introduction o f new 
management structures challenging the traditional self-regulating independent medical 
profession led to a tension which may eventually be balanced. A third party, the manager, 
now stands between the professional and the client. I shall not provide a detailed analysis of 
management objectives at this point except to say that they cast professionals in a new role 
which at the time threatened their autonomy.
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There are various ways in which the medical profession has had control over the delivery o f 
services. At government level and below influence is brought to bear on aspects of service 
delivery which directly or indirectly affects the population as a whole. As the Black Report 
reveals there are inequalities in health care at several levels. Concentration o f centres of 
excellence in the most residentially-desirable areas is one example (Black et al 1992). 
Furthermore the new management structures still include senior influential doctors on 
committees, some as medical directors.
At another level there is control over the training o f medical students. This control tends to 
favour the medical model o f health and to pay less attention to environmental and social 
causes o f disease. Major fund-holding organisations are also more likely to sponsor 
research into diseases which can be scientifically proven than those which are preventable. 
Relatively low status continues to be attributed to areas such as health promotion and health 
education (Ch. 11.5).
4.6.2 Control and Caring.
The second aspect o f control exercised by professionals in service delivery affects clients 
more directly. This kind o f control may have more to do with individual personalities than 
with professionals in the collective sense. I refer to the control that is sometimes found 
within the so-called caring relationship. The first step towards analysing this control is to 
consider the idea o f caring in the client/professional relationship.
It is unclear how the term caring professions came about, whether it is an extension o f the 
overall view of ‘welfare’ as implied by the Welfare State, or whether it is simply an 
assumption that people involved in certain types o f client-centred work will be o f a caring 
disposition. The latter is unlikely since caring for people who are ill or needy is by no 
means confined to the professions. This fact is acknowledged by the government as the new 
Community Care structure shows (FIMSO 1989).
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similar condition are referred. The specialist may therefore be assumed to care about his 
patients in view o f their diagnoses and also in view o f an additional ‘case’ for his statistics. 
Neither preclude a sense o f ‘caring about’ which is independent o f these two variables but 




Two areas need to be addressed with regard to professionals and the concept o f caring. The 
first involves the nature o f caring itself and the various uses o f it. The second questions the 
desirability o f caring as a necessary attribute in the so-called caring professions.
A distinction can be made between ‘caring for’ and ‘caring about’ (Blustein 1991, Hugman 
1991, Scott 1995). ‘Caring for’ usually involves a degree o f activity on the part o f the carer. 
Thus a doctor cares for the sick or looks after them. ‘Caring about’ on the other hand 
involves emotion. As individuals we all care about issues that affect us personally e.g. 
family and friends. We may also care about more global issues such as environmental 
issues or human rights. In order to ‘care about’ something we are usually motivated to do 
so or have an interest in that issue for a specific reason. This does not mean that m order to 
care about something or somebody there must be a degree o f self-interest involved since it 
is obviously possible to care about somebody because we like them. We may also care 
about the general well-being o f a person without actually liking them.
As far as the professional is concemed both aspects o f caring may be relevant that is he may 
‘care for’ and ‘care about’ his clients. ‘Caring for’ is that part o f the relationship which is 
necessaiy and may even be a legal requirement. ‘Caring about’ is more emotionally-based. 
Professionals may be committed to their clients or patients in so far as they represent their 
particular specialty and they may have additional interest in the research aspect of this.
Thus a specialist in eye pathology may well be the person to whom all patients with a
are o f paramoimt importance and ‘caring about’ him in any other respect is secondary to this  .
concern. The idea that many sufferers could potentially be cured is plausible as a 
contribution to the common good. In this situation three parties interests are served, the 
state insofar as the professional is its instrument, the professional since this was the 
outcome o f his efforts, and the client who gained the advantage o f treatment. The important 
point here is that the clients perception may be that he is ‘cared about’ by the professional 
on the ground that he received care and treatment. However only the professional knows 
whether the client was ‘cared about’ or merely ‘cared for‘ as part o f the statutoiy
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requirement. The idea o f ‘caring about’ emerges as inelevant to the outcome in this 
instance. It can therefore be concluded that ‘caring for’ is essential in the context of the 
professional/client relationship. ‘Caring about’ on the other hand could be seen as an added 
bonus but with no real effect on the outcome of care generally.
Returning now to the idea o f control it is possible to identify potential for control in the 
context o f ‘caring for’ patients or clients. It is a fact that since the time o f the Poor Law the 
idea o f the deserving and undesem ng poor has been a preoccupation of distributors of 
resources (Marsh 1980, Whelan 1996). Titmuss described welfare professionals as arbiters 
o f the Welfare State and key holders o f equality o f outcome (Titmuss 1968). In this respect 
the ‘caring ‘ element is at the heart o f  the notion o f control. If  we consider the doctor/ 
patient or nurse/ patient relationship we are aware that this is a unique situation. In no other 
professional/client confrontation is the client so vulnerable. The client becomes a patient, 
and dependent to some extent on an individual professional for a given period of time. In 
other settings such as the lawyer/client relationship the client is clear about his case and if  
he is not then help is available without any loss of dignity to the client. In medical cases 
however the patient usually seeks medical help because something (often he does not know 
what) is wrong with his health. If  the setting is the hospital the trauma is multiplied. Much 
has been written on this very aspect by Goffman, Statz and others about how patients 
become part o f the fabric o f the institution (Goffman 1962, Statz 1971). Added to this the 
patient must in a sense sun ender him self to the assumed knowledge, expertise and 
professionalism o f the medical and nursing staff. The professionals knowledge together 
with the patients lack o f knowledge and his uncertainty immediately put the patient at a 
disadvantage. The professional is now in a position o f power. From then on there is 
potential for control and tension. The assumption that professionals will be impartial and 
non-judgemental must be balanced against the fact that the professional brings with him a 
set o f values and attitudes derived from training, social background and moral beliefs 
(Downie et al 1974). The extent to which any or all o f these can be put aside in 
relationships o f this kind is individually determined. Indeed in some cases it may not be in 
the interest o f the client or patient to be nonjudgemental.
Some aspects of control can be seen as part o f the professional duty and therefore statutory 
requirements which are protected by the regulations o f the institution and the professional
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code o f ethics. These include control o f specific treatment such as drugs diagnostic tests 
and surgery. This kind o f control is o f course desirable and justified and specific rules in 
these instances must be adhered to in order to protect both the client and the professional. 
However there are other situations where control is neither justified nor desirable at least in 
the majority o f cases. Control o f information by professionals is an area o f concern whether 
it is exercised in the hospital or in the community, in health or welfare services. Controlling 
information can take the form o f not making specific facts available to clients such as 
eligibility for certain benefits or failing to help imderstand the small print in social security 
forms. In the health care setting information regarding diagnosis or progress o f illness may 
be withlield or minimised so that the patient does not have the total picture o f his condition.
The idea o f control emerges as an apparently inescapable element o f modern professional 
practice. Although the discussion has focused on health and welfare professionals it is 
clear that control in some form is part o f the fabric of bureaucracies. It is now possible to 
identify tensions in this particular model o f citizenship. These could be seen in terms o f 
professional interests versus the interests o f the state and also between professionals 
themselves. Recently a new tension has arisen between the manager and the professional.
The main tension concerns the relationship between the carers i.e. the professionals and the 
patient qua consumer. As indicated in chapter 2 (plO) the notion o f patient as a consumer is 
relatively new. While the various charters aim to take account o f the views o f clients and 
patients the reality is that in an atmosphere of uncertainty and vulnerability these are 
difficult to implement without the full coimnitment of individual professionals. This topic 
is revisited in the final chapter in terms o f possible solutions.
4.7 Conclusions.
1. The notion o f citizen as ‘client’ differs from other roles such as neighbour and consumer, 
hi this context the citizen qua client is involved in a relationship with professionals in 
which there is an unequal balance of power in favour of the professional. This is particularly 
true in the context of health and welfare.
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2. A distinction exists and must be emphasised between the terms ‘professional’ and 
‘expert’. These tend to be used interchangeably in ordinary discourse and this can lead to 
confusion between genuine and pseudo expertise. The result can constitute a threat to the 
true characteristics o f professionalism.
3. hi drawing an analogy between the guardians in Plato’s Republic and modem 
professionals it is evident that some similarities exist. These similarities are reflected in an 
analysis o f three strands: talent, expertise and control.
4. Talent emerges as a necessary attribute for modern professionals although not to the 
same extent as in the Republic. There, individual worth was measured in terms o f ability 
and the extent to which this could be usefiil to the system.
5. The guardians gained expertise through extensive training. In modern life expertise can 
be achieved in any occupation and indeed anyone can set him self up as an expert. The idea 
therefore o f a ‘society o f experts’ is not without foundation.
6 . The concept o f control appears to be an integral part o f bureaucracies. In the so-called 
caring professions two facets o f control are significant. On the one hand control can be seen 
as necessary and justifiable in the context o f organisation, efficiency and safety in the 
delivery o f ser’vices. At another level it has a less desirable connotation. This is when it is 
exercised by professionals in a climate o f uncertainty and vulnerability on the client’s part.
7. Several tensions, actual and potential, emerge from the Client-Centred Model o f 
Citizenship. These include tensions between professionals and the state, between 
professionals themselves and between managers and professionals. The overriding tension 
may be in the evolutionary stage. This is the tension between professionals and the client in 
his new role o f ‘consumer’.
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PART TWO: HEALTH AND WELFARE.
Introduction.
Having explored tlnee models o f citizenship in Part One it is now relevant to consider two 
important conditions o f citizenship. These are: health and welfare. These two concepts 
draw together social, political, economic, philosophical, and legal considerations and are 
applicable to all styles o f government regimes. Health and Welfare provide a forum for 
political debate in terms o f delivery o f services regardless o f economic structures. These 
are complex issues which call into question not only how sei'vices ought to be distributed 
but also to whom. In other words concepts such as rights and needs become relevant. 
Clearly it is not possible to fully explore all aspects o f health and welfare service delivery 
within the confines o f this thesis. Given that the next section (part 3) is concerned with an 
analysis o f two specific systems (British and American), this discussion o f health and 
welfare will be in more general terms. Let us begin with the concept o f health.
C hap ter 5 The Concept of H ealth.
5.1 Health as a General Concent.
Despite the apparent simplicity o f the term ‘health’ as used in everyday discourse, it is in 
reality a complex concept (p5). This complexity is borne out by the ongoing controversy at 
govermnent level to secure a standard o f health care which is both adequate and 
economically viable. When we speak about health sei'vices then, health becomes a concept 
with seemingly endless implications. Thus we refer to the health o f the nation, health in 
industry, environmental health, and the health o f particular gi’oups o f people in society. We 
might call this the collective sense o f health. Indeed it could be argued that health has in a 
way been taken over by the state and that it is the negative aspect o f health i.e. disease 
which is the main focus o f attention. Again this latter observation is illuminated by the 
existence o f the relatively large number o f services for ‘sickness’ as opposed to the 
relatively small number for preventive services.
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There is another level at which the concept o f health remains an individual concern. 
Although health can no longer be seen as a private matter as was the case in previous 
centuries, the idea of individual responsibility for health has regained popularity in recent 
decades. This belongs very much to the individual’s relationship to the state in particular to 
the liberal individualist ideology. This notion o f individual responsibility however must be 
analysed in the context o f government inconsistency. A clear example which demonstrates 
this inconsistency is the half-hearted campaigns to eliminate smoking in the presence o f a 
thriving tobacco industry. I shall return to the question o f individual responsibility (p87).
Since the concept of health appears to be so wide in scope it can be appreciated that any 
attempted definition must be inadequate (p3). Nevertheless some form o f definition is 
desirable and relevant if  only to provide a focus for discussion and more importantly as a 
reference for policy -making. The definition which appears to be most satisfactory remains 
that provided by the World Health Organisation in 1946 which states that “health is a state 
o f complete physical, mental and social well-being and not merely the absence o f disease or 
infirmity” (WHO 1946). Although this definition has been criticised for its utopian 
statement it nevertheless incorporates all the components o f an ideal o f health (p5). It also 
implies the idea o f harmony between positive and negative aspects o f health so that no one 
aspect is superior to the other so to speak.
Health and disease are closely related and necessarily so for it is only when health is 
threatened by disease that many people consider the notion o f health at all. It is therefore 
relevant to consider both concepts. The term disease embraces two separate ideas- one 
derivation is from ‘morbus’ which originates from the latin word ‘m ors’ meaning death. 
The English version comes from the old French ‘aise’ meaning comfort. Disease therefore 
meant to be ill at ease or uncomfortable (Richman 1987).
Disease and illness are not synonymous. Disease has traditionally been confined to those 
conditions which are the result o f invasion o f the body by organisms or degenerative 
conditions (Bockington 1958). Illness on the other hand may be seen as the body’s 
manifestation o f certain symptoms which may o f course be a result o f disease. An 
individual may then feel ill without knowing that he has a disease. This might be the case
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in infectious disease where the individual does not know that he is incubating the disease 
several days prior to the actual external manifestation of the disease (Downie et al 1996).
The idea o f clnonic ill -health is less clearly definable. There are individuals who report 
various symptoms in the absence o f any physical signs and this, for them, is an on-going 
problem. Because they do not fit easily into any clear category of statistics investigation 
may not reflect the true nature o f the ailments. Such cases are often erroneously categorised 
as ‘depression’. This largely ignored category has significant implications in terms o f mis­
diagnosis. The technical model o f health is clearly easier to define, treat, and label. The 
idea o f the doctor as a mechanic with the ability to label a condition is part o f the 
negotiation o f disease (Rosenberg 1992). An example o f the importance o f labelling is 
demonstrated in the diagnosis o f Chionic Fatigue Syndrome or Yuppie Flu as it was 
previously called. As soon as the condition was labelled Myalgic Encephalitis and therefore 
medically legitimised patients began to recover (Aronowitz 1992).
The social or mental aspects o f health continue to be regarded as if  they are part o f the 
negative side o f health but it is difficult to treat them in terms o f any medical techniques. In 
addition there continues to be a degree o f stigma attached to this form o f illness. Although 
the lay perception of mental illness has moved on fiom the idea o f possession by demons, 
and sufferers are no longer incarcerated, there is nevertheless a degree o f fear born of 
ignorance surrounding the whole area o f mental health. Attempts to re-integi ate patients 
into the community with some unfortunate consequences have called into question the 
adequacy o f care.
The more positive aspect o f health includes the concept o f well-being at least according to 
the Who definition o f health. This suggests that health and well-being are really two 
overlapping concepts rather than two aspects o f a single concept. Sufferers of cancer can 
experience well-being providing pain control is adequate. It seems that there is a sense in 
which well-being and health are dissociated. Equally, apparently healthy individuals may 
not necessarily experience well-being. It could be argued that the notion o f wellbeing is 
highly individual and that the range o f circumstances which can induce it are infinite. Thus, 
the cyclothymic individual may only ever experience well-being when the sun shines. The 
feeling of well-being reported by individuals under certain conditions is subjective well-
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being. Objective well-being is more difficult to determine. Attempts to ascertain or 
measure well-being among various groups o f workers have had limited success in 
separating the subjective from the objective state and concluded that using objective 
measurements alone in such studies was meaningless (d’Iribame 1972).
Another way o f analysing well-being is to distinguish between ‘true well-being’ and the 
‘feeling’ or subjective kind already considered (Downie et al 1996). This true well-being is 
related to the notion o f the good life. The good life was what Aristotle called ‘eudaemonia’ 
which literally meant being blessed with a good daimon or guardian (Aristotle). In modem 
life it is more likely to be interpreted as happiness. The distinction between the Aristotlean 
use o f eudeamonia and our more usual sense o f happiness is complex (Telfer 1980). 
However the way we use the term ‘happiness’ in ordinary discourse may indeed be linked to 
a sense o f well-being and to feel happy may well be equal to a feeling o f well-being.
Having considered the various components o f health in the general sense it is now 
appropriate to focus briefly on the evolution o f modem scientific medicine.
5.2 The Evolution o f Modem Scientific Medicine.
When we speak of modem health services we are really referring to the period from the 
twentieth century as it was only then that the majority of the population had access to 
medical care. Therefore the earlier history is o f some interest in placing our modem 
perception in some perspective. The current notion of disease and its multi-factorial 
causality is also new.
The very earliest attempts at formulating some system of recognising the nature o f matter 
and living things were made by the Egyptians and Babylonians who thouglit that four 
elements, water, air, earth and fire were the main constituents o f the world. This led to a 
theoiy o f the human body known as the four humors. These were: blood, phlegm, yellow 
bile and black bile. (Weatherall 1995). The degiee to which these humors were in harmony 
at a given time indicated the presence or absence o f health (Morgan et al 1985).
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The doctrine of the four humors was popular among the early Greeks from the time of 
Hippocrates and continued in the time o f Galen. Galen studied philosophy as well as 
medicine and science and his influence spamied several hundred years. During the Middle 
Ages there was little progress in science in relationship to medicine. The end of the 
fifteenth century marked a period in which the old doctrine was challenged.
By the beginning o f the nineteenth century a change came about in medical practice. This 
was the era of hospital medicine which led to changes in the way that medicine was 
practised. Patients were no longer seen as having individual symptoms but were now 
regarded as ‘cases’ with more emphasis on disease. Hospital medicine moved towards 
classification and diagnosis o f disease. There was a gi’owing realisation that disease could 
be due to malfunctioning o f one particular part o f the body.
By the latter half of the nineteenth century the mechanistic view o f medicine was dominant. 
It was the age o f laboratoiy medicine (Jewson 1975). Histology and pathology were being 
examined and the cell was becoming the main focus o f illness. The notion o f the scientist 
was emerging. D am in  described the process o f evolution and Koch and Pasteur discovered 
bacteriology (Weatherall 1995). The idea o f the cell had been introduced as early as the 
seventeenth century but it was only with the arrival o f microscopes that an actual theory 
evolved regarding the nature o f the cell. The age o f laboratoiy medicine was also greatly 
enhanced by the ability to analyse blood. Psychiatric medicine and Public Health Medicine 
also flourished in the nineteenth century (Weatherall 1995).
5.3 Theories o f Disease Causation.
There are two aspects of interest which I shall discuss under the above heading. One is the 
individual perception o f disease as being rooted in history and therefore difficult to change. 
This perception had a significant effect on the way we regard disease either in oiu'selves or 
in others. The second aspect relates more directly to a particular theory o f the specific 
aetiology of disease whereby disease is caused by one particular force.
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It could be argued that many o f the attitudes held today relating to how we perceive disease 
and how we regard those suffering from various diseases are based in much earlier ideas. 
These attitudes have implications for health education and promotion (Ch. 11.5). If  we 
consider some o f the most modern diseases such as AIDS we see that the attitudes towards 
this do not stop at knowing the cause o f the disease and there is a sense in which the 
sufferer is alienated and isolated.
The idea o f a specific organism, a germ or a virus being responsible for a disease seems to 
be just as popular as it was two centuries ago . The idea o f ‘catching’ a cold or an infection 
is one o f the most prevalent public responses. The fear o f ‘catching’ a disease even extends 
to those diseases not caused by invading bacteria or viruses . It is not uncommon for people 
to fear contracting cancer in this way. This set o f beliefs may be one way employed by 
individuals in distancing themselves from the disease .
Because o f the apparent stigma even in modern times attached to certain diseases it is 
interesting to consider attitudes to disease historically. As previously stated the idea o f 
illness being due to disharmony was common from the time o f the Greeks. Great emphasis 
was placed on the idea o f harmony o f mind and body. Disease was considered to be 
something which interfered with the idea o f human perfection, hi Plato’s ‘Republic’ 
reference is made to the undesirability o f cripples or children deformed at birth and the fact 
that these were destroyed (Plato). Similarly in the Middle Ages epidemics were often 
perceived as punishment upon men (Sigerist 1943).
Until this century mental illness was regarded as some kind o f flaw in the individual as 
evidenced by the large number o f long-stay patients in the Victorian institution admitted for 
purely social reasons such as teenage pregnancy.
Christianity changed the perception o f the sick as inferior and also introduced the concept o f 
caring beyond the realm o f the immediate family. It became the duty o f man to care for his 
fellow human beings. This situation was helped by the fact that in the Middle Ages most 
physicians were clerics and financially supported by the church (Sigerist 1940).
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The idea that disease originates from a single cause can be traced to the eighteenth century 
to the work o f Bretonneau. Bretonneau claimed that specific diseases are caused by an 
organism which is transmittable. This idea was demonstrated in the existence of various 
fevers such as diphtheria and scarlet fever which were rife in Europe at the time. 
Tuberculosis for example was identified as being due to the tubercle bacillus (Bretonneau 
1892). Labels could then be attached to diseases and so categorisation according to signs 
and symptoms was possible. The body was seen as a machine whose parts were subject to 
faults at various times and under certain circumstances. Patients on the whole were viewed 
in terms o f their particular disease label, and emotional factors were largely ignored.
Although this new conception o f disease was a breakthrough at the time it was later- 
revealed that there were other factors to consider. It became clear that not all diseases could 
be accounted for in this way and also that there were various ways in which these agents 
affected different individuals. The response to disease is therefore’ individual’ and is 
influenced by hormonal and emotional factors. Many recent studies reveal the mechanism 
by which emotion influences the immune system (Watkins 1995). This is seen in the 
aetiology of the repeated common cold for example. A more extreme but none the less 
accurate example of how an alteration in biochemistry can affect the individual is seen in 
the ‘broken heart syndrome’. Here a sudden shock such as death o f a spouse can trigger 
cardiac damage or even death in response to a chain o f chemical changes (Nixon 1993).
The idea o f specific aetiology remains important in modern medicine but is constantly being 
added to as new theories emerge. The idea o f the body as analogous to a faulty machine has 
been overtaken by a more holistic approach as the influence o f the mind in physical disease 
is being increasingly acknowledged. The ancient ideology o f the healing power o f nature is 
undergoing a revival particularly in the alternative therapies. This is due in part to a 
growing dissatisfaction with the medical model as well as the desire o f consumers to have 
more control over treatment.
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5.4 Social and Environmental Influences on Health.
In this century o f sophisticated medical technology and research the idea o f multiple 
causation o f disease has gained groimd. Factors other than actual disease pathology and 
degeneration are thought to play a major role. This is o f course moving away fi'om the 
medically-controlled view o f disease and towards a more holistic approach. Some factors 
appear to be more popular topics than others. The effect, for instance, o f unemployment on 
health tends to be ignored as evidenced by the lack o f funding and government support for 
projects o f this nature. Stress on the other hand receives much attention both in the media 
and in terms o f research. Environmental issues are frequently pushed forward by interested 
groups with limited success.
Proponents of the social and enviromnental influences on health and disease appear on the 
whole convincing. Rene Dubos has written extensively in this area. According to his 
theory eveiyone carries the potential for any disease at all times. However through 
circumstances which vary with each individual, some will become ill while others, similarly 
situated, will not. Dubos does not deny the physical basis for disease but rather that this 
physical base must be triggered by events external to the individual. Some o f the external 
factors are: weather, drugs, overcrowding and pollution. (Dubos 1965).
Sigerist has also written on the social aspects o f health and disease. He believed that 
tlnoughout history health and disease were intimately related to wars and famines as well as 
culture, religion and philosophy. He saw certain diseases as being a manifestation o f 
particular time periods. The Middle Ages for example was a period o f  collectivism and the 
dominating diseases were o f a collective nature eg. Leprosy and plague which attacked large 
groups o f people. In the individualist Renaissance period syphillis was a major threat to 
health - a disease which was definitely contracted individually. The Baroque period was 
characterised by contrasting patterns o f disease. On the one hand there were deficiency 
diseases and on the other the diseases o f affluence such as gout and dropsy (Sigerist 1943). 
If we consider the so-called lifestyle diseases o f the twentieth century we can see that 
Sigerists observation is accurate and that progress in economic and social terms may be at 
the expense o f individual health. This theme is illuminated by Illich (Ch.9).
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Those who favour the idea o f a link between environmental and social factors to various 
diseases can justify this view with epidemiological proof and statistics of increased life 
expectancy. However these studies tend to deny any positive influence by medical science 
and this view therefore seems unbalanced. It is accepted that factors such as clean water 
supplies and generally improved living standards have contributed in the elimination of 
those diseases linlced to over-crowding and poor nutrition. However new diseases such as 
ADDS have been identified due to scientific and laboratory advances and clinical 
investigations.
One critic o f the medical model o f health , McKeown argues that too little attention is paid 
to preventable causes o f disease and public health in general. Many diseases he argues can 
be traced to early stages o f evolution. (McKeown 1988). More recent research shows that 
apart from the effects o f the particular environment into which we are bom, some diseases 
such as cardiac disease can be pre-determined by inadequate nutrition in pregnancy and are 
therefore preventable. Yet more studies are in progress exploring the idea o f genetic 
predisposition for certain conditions. The question o f why some individuals succumb to 
heart disease when there appear to be no risk factors while others with more than one do not 
continues to puzzle experts (Weatherall 1995).
Clearly then the cause o f disease is not confined to environmental factors and new evidence 
continues to appear to support this view. Furthermore, changing patterns of disease may be 
linked to the increased life expectancy so that a greater diversity o f disease is now seen in 
the elderly population.
5.5 Individual Responsibilitv for Health.
I have considered the individual origin o f disease and the social and environmental factors 
which influence health. There is another area which has gained momentum in recent years 
in relationship to individual health. This is the idea o f individual responsibility for some 
diseases. This aspect is more complex than it seems and is bound up with political, 
economic and moral issues. At the simplest level we can obseiwe that in recent decades a
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trend emerged whereby sufferers o f certain diseases were confronted with the knowledge 
that particular lifestyles resulted in either disease or some form of debilitating illness. At 
first this seemed to be confined to the so-called habits o f addiction such as smoking, 
drinking and drug-taking. Health education programmes aimed to supply the public with 
information about these substances as risk factors to health. These campaigns have had 
little effect as statistics show: about thirty percent of all adults smoke cigarettes and death 
due to smoking is responsible for about a third o f all deaths in middle age (Weatherall 
1995).
Smoking is but one example o f victim -blaming and there are many supporters o f this idea. 
Moral questions arise periodically as to whether such people should receive hospital 
treatment on the ground that their illness is self-inflicted. The argument used is that the 
person chose to continue his habit in spite o f the known danger to health and therefore he 
chose to compromise his health. The important point to be drawn from this example is that 
other actors in the scene remain unaffected. Thriving tobacco industries and expensive 
advertising continue while governments remain passive. Blaming the victim diverts 
attention away hom  politics and economics towards the individual. While it is true that 
most people are aware o f the dangers o f smoking, and also true that efforts to discourage the 
habit have failed, the question remains why is this the case? Usually at this point reference 
is made to the inequality in health generally as identified in the Black Report which shows a 
higher rate o f smoking -related deaths among the socially deprived and lower income 
groups (Black et al 1992). Clearly these are the groups which must be targeted in attempts 
to reverse the trend. However the fact remains that people must ultimately choose for 
themselves and many, because o f various beliefs, attitudes and values will decide to 
continue.
If  we consider other life-style diseases or diseases o f affluence the picture is less clear. 
Obesity for example is often attributed to lack o f exercise and over-eating. Again the 
individual is considered lazy and irresponsible. The food industiy on the other hand 
continues to produce foods which are nutritionally unsatisfactory and the so-called health 
foods are more expensive and less easy to obtain.
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Since the capitalist system depends on the cicycle o f production and consumption a degree 
o f speed o f delivery is necessary for the viability o f the manufacturing and production 
industries. Food which may be less satisfying due to fibre deficiency has a faster turnover 
and is therefore a primaiy aim o f producers.
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There are at least two aspects o f the idea o f individual responsibility which can be 
discerned. Both o f these involve the relationship o f the individual to the state. Each 
represents a particular political slant to the argument. The first is found in the
conservative/right ideology which assumes that individuals ought to be responsible for their 
health. This view is rooted in the Victorian belief in self-help, self-reliance and hard work.
It is the view emphasised and perpetuated by the Thatcher government. It is also the view 
which is firmly embedded in the American system o f health and welfare. In this situation 
the state assumes the role o f night-watchman (Nozick 1996). There may be a case for f
saying that this limited role o f the state in health and welfare is satisfactoiy providing that 
those who need it have access to health care and to social security. The counter argument 
would o f course be, that in promoting the desirability o f limited state help the government is 
in fact denying responsibility towards the needy.
The second aspect o f individual responsibility belongs to the leftist/collectivist ideology 
which via the Welfare State has made services available to all who need them. In this 
instance, the individual appears to have responsibility for his health but with a different 
focus. By this I mean that the state, having made these services available now recommends 
that they are utilised by the public. Wliile the general perception may be that services are 
available for use, as and when they are needed, the situation is actually more complex In 
the first place it could be argued that certain vulnerable groups in society feel obliged to 
take up seiwices. In the second place having done so they may then be regarded as ‘victim 
citizens’ (Green 1996). The paradox here is that the service was offered but somehow the 
user/recipient becomes part o f the dependency culture. This is particularly relevant to social 
security recipients.
There is another way in which individual responsibility is reflected. This is where refusal to 
accept certain health services results in a negative perception o f the client. The following 
example may serve to show how responsibility can be interpreted differently.
I shall use as an example the case o f childhood innnunisation. It emerges that a whole |
system of rules and government guidelines are involved here; \
1. Government issues guidelines as to desirability o f specific immunisations.
2. Health Education departments and the media make this information available to the 
public,
3. Professionals encourage uptake o f the service providing the public with facts relating to
the diseases in question. To all intents and purposes the client is left to decide for himself. j
However those who decide not to opt for immunisation will have that information recorded |
(and possibly held against them in some ftiture encounter). I have said (p69) that 
professionals are agents o f the state and in a sense are controlled by it. This example shows ' !
that in state provided seiwices the element o f decision-making is to some extent taken over !
by the state and the individual is responsible only if he accepts the advice and conforms to 
the rules-
Individual responsibility for health can therefore be interpreted in a number o f ways.
Whether the individual is assumed to be responsible or whether this is imposed upon him, !
either way there is tension.
5.6 Health in the Communitv.
So far the discussion has focused health in relationship to the individual. But the concept of 
early public health and the subsequent development o f commimity medicine is highly 
relevant. The fact that individual health and public health are usually regarded separately is 
o f interest and serves to illustrate my earlier point that the concept o f health is multi-faceted 
and complex and always subject to compartmentalization. Even the WHO definition o f 
health (p3) distinguishes physical from mental health while at the same time attempting to 
portray the idea o f ‘total’ health. So on we must be aware of artificial divisions while at the 
same time thinking ‘holistically’.
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Just as we distinguish elements o f health in individual terms similarly we thinlc of public 
health as historically related to various government measures to improve aspects o f social 
health. Connnunity health tends to be linked to medicine as carried out in the community 
although it is in fact an extension o f early public health. The notion o f community health 
creates a more global view o f the health o f local communities and the measures involved in 
promoting and maintaining it. It distinguishes the social setting from the hospital 
environment.
If we consider the early history o f public health we can see that in the eighteenth century
public health policy was mainly aimed at controlling infectious disease. From around 1800
;the effects o f industrialisation were more obvious and there was no government control over 
child laboui" and excessive working hours. Engels has provided an insight not only into the 
exploitation o f workers, but also mto poverty and disease during this period. From the point 
o f view o f health Engels notes that the average working man was deemed unfit for work at 
forty five due to the nature and severity of factory work (Engels 1892). The Factory Act of 
1833 improved this situation (McKeown and Lowe 1977).
In both Britain and the United States similar public health policy was enforced around the 
same time. The 1848 Act was the first real attempt to improve the general environment.
More clauses were added in 1875 when most essential features of environmental control 
came into effect. These included: water supply, sewage disposal, isolation hospitals and the 
beginning o f housing control (McKeown and Lowe 1977). From 1900 onwards there was 
continuous improvement in hospital services and a very small commimity health provision 
was supplied by some general practitioners.
The issue o f poverty as a possible cause o f ill-health was not admitted until the end o f the 
nineteenth century when recruits for the army were found to be in poor physical condition. 
Various studies were carried out by Booth and Rowntree to investigate this. It appears that 
the idea o f poverty, though prevalent, in reality was not widely publicised within Britain or 
outside. Nev/spaper reports of that period create the impression o f tranquillity and relative
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prosperity (Marshall 1979). When Alexis de Tocqueville visited England in 1833 he wrote 
down his first impression........
‘Magnificently maintained roads, clean new houses, well-fed cattle ..the most refined
and gracious standard o f  the basic amenities o f  life to be found  anywhere. ’  Now look
more closely at the villages; examine the parish registers and you will discover with 
indescribable astonishment that one-sixth o f  the inhabitants o f  this flourishing kingdom live 
at the expense o f  public charity ‘(Tocqueville de 1835 ).
Once the problem o f poverty was acknowledged progress was made towards dismantling 
Poor Law legislation.
The issue of poveity has continued to challenge governments up to the present time . The 
various reforms effecting public health and community medicine are discussed in chapter 
8 .2 .
5.7 Conclusions.
1. No definition o f health can be entirely adequate due to the complexity o f the concept. 
For purposes o f policy-making the WHO definition remains the most satisfactory. Though 
criticised for its utopian statement it does however make a distinction between positive and 
negative health.
2. The idea o f specific causation of disease has made a significant impact in the 
imderstanding o f certain types o f disease. Lay people continue to claim that many diseases 
whether bacterial or viral in origin can be ‘caug lif. This perception has contributed to the 
stigmatising effects o f some diseases such as AIDS.
3. The stigma associated with some diseases can be alleviated to some extent by correct 
diagnosis. The case of Myalgic Encephalitis is used as an example to show how Tabelling’ 
a condition in medical terms legitimises it in the eyes of the patient and may even contribute 
to its cure.
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4. The fact that some individuals succumb to particular diseases while others in similar 
circumstances do not, continues to puzzle medical scientists. It is recognised that factors 
such as environment and social factors can influence health. More recently additional 
information has shown that individual potential for certain diseases such as heart disease 
can be predicted prior to birth.
5. The notion o f individual responsibility for health is growing in popularity. Tension can 
be identified in the various implications o f this. The government can be seen to avoid 
responsibility while the individual assumes it. At the same time industries such as the food 







6 . Lifestyle diseases which are often a direct result of affluence, have evolved from 
progress in the widest sense which paradoxically aimed to improve the quality o f life. Even
' f t
for those who are not affected in this way there are other ways o f achieving victim status.
Physical fitness has now become a profitable business. Teenagers in particular may be
'ft-impressionable as to the ideal type o f body. In this way eating disorders can also be seen as 
a problem associated with progress.
"I;7. Historically there has been a distinction between public and individual health. Early
public health measures were geared towards collectives where epidemics had to be 
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Chapter Six: The Concept of Welfare.
6.1 Introduction.
In chapter 1 ,1 introduced the concept o f welfare in the context of its use particularly in 
relationship to the Welfare State. I suggested that the origin o f the idea o f using the term 
welfare in connection with the state was uncertain. Welfare as a general term also emerged 
as ambiguous and with a wide range o f implications (p6 ). Recognising these difficulties 
and attempting to locate ‘welfare’ on a map in relation to other concepts such as health I 
shall now endeavour to analyse the concept o f welfare in the sense in which it is usually 
regarded, that is in terms o f deliveiy and distribution of certain seiwices. I shall be 
concerned mainly with the moral basis for welfare services and the extent to which these are 
gi'ounded in issues such as rights, needs or philanthi'ophy. If we look at the history o f 
welfare we can see that a trend evolved over the centuries which crudely moved from 
charity to need to rights.
In considering the moral basis for welfare it is clear that the concepts o f charity, need, and 
rights have all been the subject o f controversy throughout the histoiy o f the Welfare State.
It emerges that whether welfare is based on need, rights or charity none o f these is entirely 
satisfactory, and therefore the merits and demerits o f each must be spelled out if  welfare as 
a manifestation o f citizenship is to be understood. The most satisfactory situation may be 
to opt for the fulfilment o f basic need where the meeting o f a need becomes a right.
The charge by individualists against collectivists that the Welfare State, particularly social 
security as a right, has created an ‘entitlement culture’ cannot be ignored. According to this 
charge there is a tension between the idea o f ‘rightless duty’ as portrayed in the days o f pre­
welfare philanthrophy, and the ‘dutyless right’ which it is argued has resulted from state 
welfare (Green 1996). The bases o f this charge are gr ounded in exploratory studies on 
poverty both in the United States and in Britain which aimed to prove that far from
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eliminating poverty state welfare has in fact led to family breakdown and a general 
demoralisation o f society (Murray 1994, Green 1996, Mead 1997).
Recent reforms in health and welfare services in Britain have attempted to augment the old 
conception o f welfare in its nanny state capacity by various devices. One is the introduction 
o f quasi-markets into public services. The other is by appealing to the concept of 
citizenship. The introduction o f quasi markets into public seiwices are still in the process of 
evolution. I shall begin by considering welfare in its historical perspective. I am concerned 
here with the concept o f welfare generally up to the time o f the Welfare State. The 
evolution o f the Welfare State itself is the subject o f Part Three o f the thesis (Ch. 8.1).
Many commentaries on the histoiy of welfare begin with an analysis o f the Poor Law, the 
reasons ^  it and the effects o f it. It is from this that the idea of deserving and undeserving 
poor evolved. However it is interesting to note that before the Poor Law of 1597 there 
existed a system of charity and the relief of poverty laiown as the ‘dole’. This usually took 
the form o f gifts of money or food distributed at the ftinerals o f rich men or other social 
gatherings. In this medieval system there was no judgement or question o f desert. 
Unfortunately this system attracted many who were unemployed and even then the idea of 
dependency was apparent (Jordan 1959).
The Poor Law aimed to remedy this situation and to ensure that only those m need received 
help. At this time the social aspects o f poverty were begimiing to gain recognition. The 
plight o f the poor was highlighted by the economic and religious changes of the time. The 
destruction of the monasteries by Henry V I 11 and the decline o f agriculture brought the 
problem of vagrancy and poverty to the fore (Marsh 1980). Some historians reject the idea 
o f abolition o f the monasteries as a major cause o f poverty. Instead it was a consequence o f 
the change fr om arable to pasture land as well as massive inflation due to the import o f 
precious metals which were to blame (Fraser 1984). Whatever the true causes it is clear that 
poverty and vagrancy were established facts at this time.
Reminders o f the conditions attached to the Poor Law show that the stigma suffered by 
recipients, the control exercised by authorities and the inteiwention into peoples’ lives are 
indeed rooted in history. Also, although the idea o f welfare rights had not yet been
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Iconsidered, the Poor Law illustrates that for every benefit there is a restriction and even then 
recipients were denied other rights . In many cases the immediate relief o f poverty was 
traded for other rights. In his work on the subject, Fowle cited three main objectives of Poor 
Law legislation:
1. relief measures to support the indigent,
2 . repressive measures to put him down, and
3. remedial measures to prevent the abuse which was likely to arise from state relief (Fowle 
1890).
Apart from the segregation o f the deservmg fr om the un-deseiwing poor the Act also shows 
that poverty was now being regarded as something to be dealt with at a social level i.e. by 
individual parishes and not by the church as had previously been the case (Whelan 1996). 
The Poor Law was strictly a safety net for times o f emergency (not unlike Beveridges vision 
o f the early Welfare State.
Alongside the Poor Law charitable organisations were veiy much in force. In fact the 
Statute o f Charitable Trusts was passed in the same year as the poor Law 1597. The 
purpose o f the Statute was merely to guarantee benefactors that gifts would be used in 
accordance with the law. Acknowledgement o f this fact is important because it provides 
evidence o f the presence o f philanthr ophy always running parallel to any other form of aid. 
The charitable organisations were distinct fr om the mutual aid societies such as the Friendly 
Societies which came later and whose philosophy was based on people helping each other 
in times o f need.
The nineteenth century was the time when charity was most evident. The average middle 
class family gave ten percent o f its income to charity. There was no socially disadvantaged 
group without a charity to support it. Charities including the voluntary hospitals employed 
twice as many workers as the Poor Law institutions (Whelan 1996). In the presence o f a 
laissez-faire economy citizens effectively kept state intervention to a minimum by helping 




The most frequently asked question with regard to this degree o f altruism is ‘why’. What 
was the motivating force?. The idea o f the minimal state is obviously a plausible 
explanation though not a sufficient one. This is borne out by the fact that charity seems to 
have been more deeply entrenched in individuals than might be the case if  lack of 
interference by the state was the only motivating factor. In fact it was the rejection of 
Calvinism and the return to evangelical practice which were instrumental in this situation. 
The idea of sin was an important factor and philanthrophists took on the task o f saving 
people fi'om hell (Whelan 1996).
The other question which is o f interest is the degi'ee to which people were willing to accept 
charity. There appears to be little in the way o f commentaries on the idea o f stigma in 
respect o f this early form o f charity. This however may be because the alternative system - 
poor relief via the Poor Law was known to be ruthless in its distinction between paupers, 
poor and idlers. Charity of the kind described must then emerge as relatively benign and the 
idea o f stigma irrelevant.
A more idealistic version o f a reason for the strength o f the ethos o f charity is embodied in 
the view that charity among people enhanced the feeling o f solidarity o f community. This 
was consistent with the philosophy o f individual and family responsibility with the state in 
the background. This is what Green calls ‘community without politics’. There was also 
according to Green a sense o f ‘duty without rights’. The rich were seen as having a duty to 
help the poor (Green 1996).
Having put the concept o f welfare into historical perspective I shall now consider in turn 
how far claims to welfare can be grounded in charity, needs or rights.
6.3 Welfare Based on Charity.
The idea o f charity and mutual aid is particularly relevant to modem citizenship if  we accept 
the idea o f ‘neighbour’ as the most appealing o f the three models discussed in Part One (Ch 
3). However there are problems with charity as we shall see. It is accepted that the ideas of 
charity and altruism can and often do exist in communities among neighbours. In the 
Pauline sense o f neighbourliness in which we are each one o f another the idea of charity is
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commendable. If however we are looking towards charity as means o f welfare distribution 
for the population, or at least for those who require such services, then several issues must 
be considered.
Firstly, in order for charity to be accepted there is the assumption o f need. Charity must then 
be mapped in relation to concepts, one of which is need. As we shall see in the next section 
(p64) need was, and still is the foundation stone o f state welfare. The question which must 
be answered here is, how and why did charity which, as we have seen, was so deeply 
entrenched in the nineteenth centuiy become eroded in the twentieth century? The main 
reasons for this change were:
1. The desirability o f minimal state interference was now being revised.
2. The idea o f  the alleviation o f poverty being the responsibility o f citizens alone was 
difficult to maintain in the face o f growing social problems and increased poverty.
3. Once the State became involved in education its role expanded, and as this happened 
there was growing public demand for action by the state. We can therefore say that state 
intervention did not entirely replace philanthr ophy but it pushed it to a less prominent 
position (Whelan 1996). The importance o f charitable and voluntary organisations was later 
endorsed by Beveridge who envisaged a strong role for them alongside state welfare 
(Beveridge 1948).
But what o f the moral significance of distribution o f goods based on charity and altruism? 
The idea was that welfare ought to be given by the state as a form o f altruism on the gr ound 
that this would engender a sense o f community (Plant et al 1980). However it is unlikely 
that this would constitute a strong case for creating a sense o f community given the 
problems associated with the modem coimnunity and the acknowledged exclusive nature o f 
these already referred to. Titmuss emphasised the case for giving as altruism without the 
need for welfare benefits. He spoke o f the ultra-obligation and made his case based on his 
study o f blood transfusion services. To explain the altruism he envisaged Titmuss looked to 
Tonnies study of the ‘Gemeinschaff and ‘Gesellschaff relationships. In the’
Gemeinschaft’ relationship (p53) gift exchanges were mutual with no strings attached. By
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contrast the ‘Gesellschaff exchange was more contrived, 'Do ut des ’(I give to you that you  
will give (Titmuss 1970). Although this highlights the altruistic versus the egoistic 
perception o f giving it does not make a case for saying that such giving increases the sense 
o f coimnunity. As far as Titmuss’s study on blood transfusions is concerned it would 
appear that this sense o f giving differs significantly from other types o f welfare benefit.
This is because the idea of blood donation is unique. As Titmuss him self asserts it is blood 
which draws people together (Titmuss 1970). Titmuss placed great emphasis on the 
‘stranger’ relationship whereby the idea o f are gifts given where neither the donor nor the 
recipient are necessarily laiown to each other. The idea of extending this type of policy to 
recipients o f welfare benefits might reduce the possibility o f stigma which is clearly what 
Titmuss had in mind. However if  there was a right to a particular benefit then the idea o f 
stigma need not arise. Apart from his work on blood donation in which he emphasises the 
desirability o f giving to strangers the extent to which this should be extended is vague.
From a philosophical point of view it is clear that if  charity was the only means by which 
welfare was distributed then the most obvious problem might be with regard to deciding 
exactly how this should be done fairly. Given that some claimants are more vociferous 
and/or avaricious then the tendency might be for those with real need to be overlooked. 
There might also be a tendency for the charity to be abused so that the recipients used 
donations for pleasure rather than basic need satisfaction. In other words there would be no 
real way o f knowing that the needy were benefiting.
That charity should not be the only means o f helping the needy is not to deny its importance 
as an adjunct to other forms o f aid. Proponents o f pluralist ideology regard the part played 
by voluntary and charitable organisations as crucial to their plan. This point is developed in 
chapter 11.3.
6.4 Welfare and Need.
As I have already suggested the idea o f need as a basis for welfare is rooted in history.
From the earliest Poor Law to the evolution and development o f the Welfare State need has 
been a central component and justification for state provision o f  sei-vices and particularly for
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the input o f the various charitable organisations. It is therefore relevant to look at this 
concept in a critical manner in order to ascertain whether need is indeed the most promising 
moral basis for welfare. This involves dissecting the term ‘need’ in various ways. There are 
six important points about the concept o f need as it is ordinarily used.
1. The use of the term ‘need’ tends to trigger feelings. To say that someone has a need is to 
create a pro attitude towards the fulfilment o f that need.
2. The second point follows from the first. Since the use o f the term ‘need’ involves pro 
attitudes the term has a normative force conveying that someone ought to do something 
about fulfilling the need.
3. The term is ‘instrumental’ in that it suggests that the fulfilment o f the need is for some 
further end, for example a ticket is needed to get into the theatre.
4. The term 'need’ is sometimes used by welfaiists in contrast with the term ‘w ant’. But 
‘want’ is also sometimes used as a synonym for need.
5. One of the problems associated with ‘need assessment’ (in the context o f welfare and 
health), is that it tends to be earned out by a third party. It is therefore an objective view 
which does not necessarily reflect individual client need.
6 . Finally, and particularly relevant to this thesis, the term ‘need’ is often pre-fixed with the 
adjective ‘basic’. This illuminates all the points already made because to speak o f ‘basic 
needs is to involve very favourable attitudes. It is to suggest that someone, and particularly 
the state, ought to do something about fulfilling these needs and it is to suggest that the 
fulfilment of these needs is not just a matter o f preferences but is necessary for a flourishing 
life. An important feature o f need is the instrumental one, particularly the instrumentality o f 
a flourishing life because this gives us something assessable and to some extent objective.
Let us consider these points in more detail.
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6.4.1 N eeds and P ro  A ttitudes.
The dictionaiy definition defines need as ‘circumstances requiring some kind o f action’ 
(Oxford Dictionary 1978). But to need something is to invoke a number o f feelings. Here 
the grammar o f need is significant. Thus we speak o f the ‘needy,’ ‘individuals in need’ or 
‘nations in need’. There is an underlying element to ‘need’ in this sense.
6.4.2 Need and Normative force.
6.4.3. Need as an Instrumental Concept.
s
The emotional force o f the concept o f need is something which is learned at an early age. 
For example, even young children are capable o f using the term in order to coerce or 
persuade an adult to provide a particular object. Children can also realise that in general the 
term ‘need’ elicits a more favourable response than ‘want’ since want can be dismissed as 
whimsical while need involves dialogue or argument and therefore more chance o f success. 
To ‘w ant’ a pen with gold ink is less powerful than to ‘need’ it for a particular project. A 
pro-attitude is created from this appeal to need.
Since the term need involves pro-attitudes there is a normative force inlierent in the term 
conveying that something ought to be done about fulfilling the need. However there are 
those who disagree with the notion o f the normative force being inherent in the term need 
itself and that it is in fact this normative force which lies in the ‘end’ or ‘goal’ for which the 
need is claimed.
f t :
In the case of both needs and wants it is necessary to identify the end or purpose for which 
.the claim is made. It has been suggested that this is in order to make the claim intelligible 
so that having stated the need one must then say why he needs a particular thing (Plant et al 
1980). If this is accepted as the instrumental sense o f need then it would appear that this is 
highly relevant to welfare claims. In fact it is only at the point o f identifying the 
instrumental sense of need, that is to say the purpose for which the need is claimed, that the
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claimant has any significant part to play, in other words it is only then that the subjective 
sense of a particular need is taken into account. Thereafter it is the objective idea which 
takes over.
If we are concerned with welfare benefits then it seems appropriate to require a stated 
purpose for the need claimed and to work on the assumption that need is instrumental. This 
is in order to specify the precise nature o f the need and what it is needed for. It has also be 
suggested that the reason for stating the end or purpose o f the need is so that it can be
6.4.4 Need and Want.
justified (Barry 1965). This is particularly true of welfare benefits where specific needs can i
:be fulfilled while others cannot.
Another argument frequently put forward in relationship to specification o f needs is the 
notion of the harm which might ensue if  certain needs are not fulfilled. This line of 
argument comes fr om the Aristotlean idea o f human flourishing. This assumes that there is 
a state o f flourishing which if  an individual fails to achieve then he will suffer harm. This 
leads to the question o f the nature o f harm and the possibility that anyone can claim any 
state as producing harm since individual perceptions o f harm vary. If  needs are to be viewed 
in terms o f potential harm, then it follows that almost anything could become a need.
I
The distinction between need and want is not always clear. Yet the difference is important |
when distribution o f goods is at stake. This is a complex area. Want can be both 
independent o f need and closely related to it, so much so that the term need is frequently s
used instead o f want. Various examples are fr equently quoted suggesting that one can need 
something but not want it - medication for example. Equally one can want something but 
not actually need it, a new car for example.
The idea of want as a psychological state is a way of contrasting need and want (Berm and 
Peters 1959, Plant et al 1980, McTurk 1993). This type of statement is usually used to
j . ; ,
underline the fact that needs as opposed to wants are more likely to be identified or ascribed 
by another party whereas want relates to individual preferences. Many textbooks on welfare
Î
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suggest that wants are satisfied by the market while need depends on some element of 
welfare. However this association o f markets with want and welfare with need in many 
ways oversimplifies the association between need and want. The notion o f want being 
satisfied by the market is indeed part o f the consumerist ideology in which the process of 
production and consumption maintains a state o f permanent dissatisfaction so that new and 
better products will be wanted. This is also related to the relativity o f need so that for 
example a commodity which is available to some will eventually be needed by all (Hoover 
and Plant 1989). But not all wants are satisfied by the market.
6.4,5 Objective Need Assessment.
The idea o f need as a basis for distribution o f welfare is problematic. It is interesting to note 
that Beveridge addressed the question of ‘w ant’ as one o f his five giants. Let us consider 
the question o f basic need fulfilment in relationship to welfare provision. Having stated the 
purpose o f  the claimed need the question arises as to whether the need ought to be met. In 
the case o f a medical emergency the solution is clear. In other cases the issues are often 
difficult to decide. In the case o f applications for certain benefits individual cases, in theoiy 
at least, are assessed individually, that is to say an individual’s particular circumstances are 
taken into account. In reality it may be the client’s ability to persuade the person in question 
o f the force o f his need claim. If on the other hand a more general assessment of need that is 
one applying to a whole community is being considered then it is unlikely that any one 
individual will be influential in deciding the outcome. The need for example for playgroups 
may be well recognised but the success or failure o f the project depends on objective 
assessment, hi all cases a judgement is required as to the value o f the claim. This 
judgement invariably means professional judgement and this has caused problems. Firstly 
it shows that the subjective claim o f need is unrecognised. Implicit in this is the idea that the 
individual is not the best judge o f his own needs. Secondly it attributes the power o f 
decision of outcome to professionals who may hold a very different set o f values and ft'
cultural attitudes to that o f the claimant. There are many examples o f this in everyday
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practice and this criticism has been at the heart o f the argument for participatory citizenship 
in which citizens have a ‘voice’ in relationship to the seivices provided and to the manner in 
which resources are allocated. This point is elaborated upon in some detail in my discussion
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of the Oregon Experiment in chapter 11.2.1. hi fact recognition o f needs as rights is one of 
the main elements of the new consumerism.
It could o f course be argued that in tenns o f allocating scarce resources some objectively 
defined criteria for need fulfilment is essential if  the true needs o f society are to be met.
This statement calls into question the role of markets in a climate o f decreasing welfare 
distribution by the state. Clearly a folly laissez-faire system cannot work in terms o f need 
fulfilment. But there seems to be no reason why a combination o f market and state 
provision could not be effective. This brings us back to the need versus want controversy.
In some respects ‘need’ in the context o f welfare provision is an unfortunate one. This is 
the view o f Culyer who argues that need is too often used in an arbitrary sense (Culyer 
1976). Beveridge identified want rather than need as one o f his five giants yet the early 
system o f social security aimed to satisfy need at its most basic level.
The concept o f need it seems has received more attention in terms o f welfare while want has 
been relegated to the domain o f markets. Yet to the extent that the Welfare State has dealt 
with need the idea o f want has been acknowledged. It could be argued that by emphasising 
the idea of safety net provision in times o f need Beveridge and his successors were keen to 
ensure that want did not triumph over need (Beveridge 1944). Beveridge also emphasised 
the desirability o f full employment thereby implying that wants should only be satisfied 
once basic needs were fulfilled.
Let us now consider the idea o f distribution o f  services based on the idea of a right.
6.5 Welfare as a Right.
I have suggested that there are problems related to the concept o f need as a basis for welfare 
provision. In considering welfare as a right we must take into account the fact that need and 
right in this context tend to merge together and that some needs will give rise to rights. The 
concept of a right must then be located in proximity to all other possibilities for the moral 
distribution o f welfare services. Although the primary consideration is ‘welfare rights’ I 
would suggest that the whole idea o f rights is o f such importance in terms o f their moral
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foundation that to focus exclusively on welfare rights would not produce an adequate 
picture o f why the idea o f a right to welfare is controversial. In order to ascertain what type 
o f right welfare might be it is necessary to locate it in relation to other rights such as human 
rights. The reason for this is that the idea o f a right to welfare is entrenched in political, 
socio/economic as well as moral considerations. Indeed the question o f whether welfare can 
be a right at all is also important.
In chapter 2 (p28) I introduced the idea o f natural rights and their transition to what we now 
call human rights. I also distinguished between various categories o f riglits. For the 
purpose of this part o f the discussion I shall address tliree specific points relating to rights. 
The first point addresses the question o f what is achieved by a vocabulary o f riglits? The 
second point relates mainly to human rights and the various declarations o f rights. The 
th ird  point relates specifically to the right to welfare and questions a) whether welfare 
rights should be an extension o f human rights and b) if  not then to which category should 
they belong if  any ?
My argument will be that welfare rights are positive claim rights. They are moral rights and 
in some states they are legal rights against the state. We can also see them as a subset o f the 
‘social and economic’ rights mentioned in the United Nations Declaration of Human Rights. 
As human rights they are not in the same category as rights to liberty, equality before the 
law etc. The latter are, in Cranston’s terminology, universal, practicable and o f paramount 
importance whereas welfare rights are ideals (Cranston 1973). None the less they are 
necessary conditions for a flourishing life and so can be seen as a kind o f human right.
6.5.1 Justifying a Riglits VocabulaiT.
In recent years a language or vocabulary o f rights has emerged. An important contribution to 
this vocabulary has been made by Hohfeld (1923). He distinguished claim rights, 
immunities, privileges and powers. An example o f a claim right would be a right o f a library 
to have book returned by a borrower. An immunity is the right o f a tourist not to pay taxes. 
A privilege is the right o f the master of the college to walk on the grass. A power is the 
right o f a policeman to enter and search a building.
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Claim rights can be analysed further as follows.
1. Some claim rights are negative and some are positive. A negative claim riglit is a right 
against the world to walk with hands in pockets. To have a claim right of this kind is to say 
that no one has a duty to stop me. Positive claim rights are rights against specific people for 
example, a library has a positive right against a book borrower who has a correlative duty to 
return the book on demand.
2. Claim rights can be moral or legal. They are legal if  they are in a given set o f statutes.
3. Rights can be actual or ideal. This distinction applies particularly to legal rights. Some 
legal rights are the rights which the people in a state actually have, but others are such that 
ideally they would have.
Using these distinctions we can now ask two questions.
1. How do human rights fit into this classification? And
2. How do welfare rights fit into the classification? and in particular are they a kind of 
human right?
Human rights are mixed. They are all claim rights but some are negative and some are 
positive, that is to say there are rights to liberty which are negative rights. These are the 
carrying foiivard of older documents of natural rights and the Rights of Man. These rights 
are what Cranston regards as universal, practicable and of paramount importance (Cranston 
1973).
Other human rights are positive such as rights to health care, holiday with pay and the right 
to be given certain goods.
Human rights have an uncertain status. Many of them have been adopted by bodies like the 
European Convention o f Human Rights and states who subscribe to this can be brought 
before these jurisdictions. For example the United Kingdom has been brought before the
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European Convention for its treatment o f prisoners in Northern Eeland. But it is clear that 
some rights (and this takes us on to the third point) caimot be legal rights because many 
states cannot afford to implement them. 3. These are the right to holiday with pay and free 
health care. They are clearly ideals rather than actual rights in some states.
It should be clear from this analysis that the language o f human rights is confrised because 
the rights belong to different logical categories. Let us now move on to the second question. 
How do welfare rights fit into this? A welfare right is a claim right against the state to be 
given certain goods or services. It is therefore a positive right and it is a legal right in the 
United Kingdom but not in other states. In these other states is it therefore an ideal? This is 
not absolutely obvious for some states, as we shall see. The United States, are very doubtful 
as to whether state welfare provision is an ideal. There is the suggestion that state welfare 
provision saps responsibility and manliness (pl21). The same considerations will apply in 
considering whether welfare rights are human rights. If they are human rights they do not 
exactly fit Cranston’s criteria. But on the other hand it is arguable that granting them is 
granting the necessary conditions for basic human flourishing.
Let us now consider in more detail the Declaration of Human Rights.
6.5.2 The Declaration o f Himian Rights.
What we now know as human rights are those listed in the 1948 Declaration o f Human 
Rights. They range fr om the most general to the more specific. It is the very generality of 
these rights which has been problematic. In fact the 1948 document was flawed from an 
early stage with disagr eement about what should and should not be included. Although the 
document finally emerged containing both negative and positive rights, in reality only the 
negative components have been widely recognised while the positive remain controversial. 
Earlier documents such as the English Bill o f Rights enacted after 1689 and the subsequent 
French Declaration o f the Rights o f Man and Citizen were vague and abstract. Only the 
American Bill o f Rights incorporating the various amendments which were part o f the 
Constitution were more specific and detailed. This was because this document was to be 
translated into positive rights and enforced under American law (Cranston 1973).
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The Declaration includes thirty articles, twenty of which are related to the more traditional 
human rights i.e. the right to life, liberty and the pursuit o f happiness. The last ten articles 
are new social rights. These articles include the right to participate in government (article 
2 1 ), the right to social security (article 2 2 ) and the right to equal pay for equal work (article 
23) (General Assembly 1948). Article 25 is of particular relevance to a discussion o f 
welfare, it states that:
'everyone has a right to a standard o f  living adequate to the health and well-being o f  
him self and his family, including food, clothing, housing and medical care and necessary 
social services, and the right to security in the event o f  unemployment, sickness and  
disability, widowhood, old age or other lack o f  livelihood in circumstances beyond his 
control.
It can be said that this is a human right to welfare.
We have already decided that according to Cranston’s criteria welfare rights do not fit into 
*the same logical category as the first twenty articles in the Declarations. Where then do they 
fit? There are those who would argue that there should be no right to welfare at all. Nozick 
takes such a view based on the highly individualist philosophy which is relevant to the 
system o f health and welfare in the United States. In Anarchy State and Utopia Nozick says 
that there cannot be a right to welfare on the grounds that any claim by one group in society 
upon another is in effect a violation o f property rights. This is because like Locke (p31)
'■Nozick believes in the possession of property as o f right. Whatever a man has made by his 
own labour is his unless he decides to give it away (Locke 1690, Nozick 1996). Enforcmg a 
right by some against others is therefore a violation o f this property right. Nozick rejects the 
idea o f compulsory distribution as unjust but where it takes the form of charitable giving or 
philanthi'ophy then it is just. However we have already seen that philantlnophy on its own 
is not a sufficient basis for welfare distribution. In any case N ozick’s view is flawed if  we 
agree that welfare rights which would guarantee basic living conditions, are desirable and 
necessary for human flourishing.
Some might say that a justification for granting welfare rights is that it grants autonomy. 
Griffin, for example sees autonomy and well-being as a basis for rights (Griffin 1986). It
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may be true that autonomy is a ground for welfare but there are two problems with using 
autonomy as a sole ground for welfare rights. Autonomy is neither necessary nor sufficient 
as a ground for welfare rights. 1. It is not necessary in that the non-autonomous eg the 
dying, the demented and the mentally handicapped also have welfare needs but they have no 
autonomy. 2. It is not sufficient because human autonomy is only one ingredient in a 
flourishing life. The granting o f welfare rights is necessary for interest in sports and the arts 
which has little to do with autonomous decision-making but everything to do with a 
flourishing human life.
As far as well-being is concerned, to the extent that this is taken to imply human flourishing 
then well-being would appear to support the at least the necessity for welfare rights. Here 
there is a sense in which well-being is used as a synonym for flourishing. It appears to have 
a more modern connotation than flourishing. In the philosophical literatur e there are two 
views o f well-being, one is the Epicurean view which comes from satisfying desire, but 
could be criticised on the grounds that human life is such that human desires cannot always 
be satisfied. The second view is the Stoic one which says that well-being consists in having 
as few desires as possible. Gr iffin regards well-being as the fulfilment o f desires and as such 
suggests that well-being is necessaiy alongside autonomy for human flourishing (Griffin 
1986).
A flirther confusion therefore surrounds rights in that we use modern interpretations fpr old 
terms. The right to welfare therefore should be based on need frilfilment. However this 
might also lead to a proliferation o f new rights with corresponding duties upon the State to 
fulfill them.
If  we take the view that welfare rights enable the fulfilment o f basic needs and that these 
basic needs are necessaiy for a flourishing life (or well-being if  we wish to use that term) 
then the case for welfare rights is clear. This is more or less the stance adopted by the 
British Welfare State as set out by Beveridge and Bevan. The problem is that not all states 
share this view and as we shall see the United States govermnent is mainly opposed to a 
right to welfare, ha opposing it many powerflil arguments have been put foiward. The 
problem o f social welfare is portrayed as moral in nature. The perception is that welfare 
policies convey moral messages and in the case of welfare distribution the message is one
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which endorses and encourages the idle, free-rider mentality. State dependency has led to a 
system of 'dutyless rights’ (Green 1996). The idea o f such critics o f state welfare is that a 
certain behaviour has evolved in welfare recipients both in Britain and in the United States 
which has led to family breakdown and a lack o f motivation to work. Far from enhancing 
community and fraternity the citizenship-orientated philosophy o f empowerment via social 
rights has actually corroded these values.
Clearly these views belong to proponents o f the market ideology who reject the idea o f a 
right to welfare. Studies have been carried out which have aimed to prove that state welfare 
has failed to alleviate poverty. These studies were carried out mainly in America and have 
since been used to warn o f a similar situation in Britain. A detailed account o f American 
welfare is included in chapter 7.2.3.
Having discussed the moral basis for welfare and presented some o f the counter-arguments 
of various welfare critics some conclusions can be drawn. These conclusions involve 
recognition o f the significance o f the three areas reviewed: charity, need and rights in 
relationship to welfare provision.
6.6 Conclusions.
1. Philanthrophy as a major form o f poor relief constituted an alternative to the 
stigmatising Poor Law. It reached its peak in the nineteenth centuiy but was gradually eased 
out in the twentieth century with the aiTival o f state intervention. In the context o f pre­
industrial communities the case for charity as a moral basis for welfare was strong since it 
served to enliance neiglibourliness and solidarity. In the current political climate it can no 
longer stand alone as the main source o f welfare distribution. There is however a strong 
case for its inclusion as a supplement to rather than as a substitute state welfare.
2. The concept o f need emerges as nebulous and complex as a general term. In the context 
o f welfare provision it rests uneasily alongside the concept o f want in an environment of 
tension between two competing forces-the market and the state.
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3. While need may provide the strongest basis for welfare provision there are, nevertheless 
some problems regarding the assessment o f needs. The main problem is that needs are 
assessed by a third party, usually a professional whose values and attitudes may differ from 
those o f the claimant. The subjective recognition o f need is therefore often ignored.
4. The idea o f a right to welfare as an extension o f other human rights fails Cranston’s tests 
o f universality, practicability and paramount importance. It is therefore agreed that welfare 
rights do not fit into the same logical category as the more traditional human rights.
5. The United Kingdom is one o f a few states which accepts welfare rights as actual rights 
rather than ideals. Other states portray them as ideals because lack o f resources prevent 
their actual fulfilment. Yet other states, and the United States in particular, see welfare 
rights as neither actual nor ideals, although it is important to point out that there are some 
individual politicians who are committed to such an ideal.
6 . The allegation o f a culture o f dependency and ‘dutyless rights’ is part o f the rhetoric o f 
welfare critics. However these criticisms are based largely on studies undertaken on the 
lifestyles o f American welfare recipients. They do not weaken the case for welfare rights 
but call for a reassessment o f attitudes to welfare. In the United States in particular there is 
an inherent tension between the idea o f wealth and poverty since it is doubtful that a balance 
can be struck between the two.
7. Overall it is concluded that the moral basis for welfare is not only reflected in but also 
depends on political will. The ‘all or nothing’ policies in Britain and the United States have 
failed to prevent the sense of public apathy and resentment towards welfare in general. 
There are groimds for optimism in the fact that all political parties now seem to recognise 
that welfare reform requires more than reducing cash benefits and that underlying problems 
must be addressed. Basic need fulfilment via a right to welfare is seen as desirable and 
necessary for a flourishing human life.
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PART THREE : TWO SYSTEMS OF WELFARE AND HEALTH AND 
THEIR CRITICS.
Introduction to Part Three.
Having discussed the concepts o f health and welfare in chapters 5 and 6 I shall now 
consider these two concepts in relationship to two specific systems. These are the 
United States and the United Kingdom respectively. In tracing the history and modus 
operandi o f these two ideologically opposite systems it will emerge that there are 
tensions in each system both independently and when any attempt at comparison is 
made. I have already shown that tensions exist in the context o f the thiee models of 
citizenship discussed in Part One. Each o f the three models the Consumer-Centred 
Model, the Neighbour-Centred Model and the Client-Centred Model have direct links 
with these two systems o f welfare and health. These links can be assumed on the 
grounds that:
1. Welfare and health are major components o f the notion o f citizenship, and
2. The particular tensions identified within the citizenship models are readily 
identifiable within the health and welfare systems to be discussed.
After discussing and critically analysing the two systems mentioned above there will 
follow two critiques. These critiques will be from the views o f  Ivan Illich and a Marxist 
perspective. The main aim o f these critiques is to enable a wider perception o f tensions 
in systems o f health and welfare. I have already identified specific tensions both in the 
models o f citizenship and in my discussion o f health and welfare. The critiques will 
endeavour to reduce these tensions to a more manageable form. Illich and Maiic have 
been chosen as a means to this end.
Some o f the tensions identified in earlier chapters can be seen as politically based, while 
others had social or economic foundations. Illich draws attention to the defects o f 
modernity in general. He therefore provides a tool for discussion o f the tensions arising
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from what I shall loosely call ‘progress’. Again this wide perception can include many 
tensions in health and welfare.
Clearly it would be impossible to cover all the intricacies of the Marxist doctrine where 
health and welfare are the mam foci o f attention. Rather this critique will serve to 
identify aspects of particular interest and relevance each of which touches on a core 
element of Marxism. The elements chosen from Marxism will act as compartments into 
which lesser tensions can be placed. If for example we take capitalism as a system 
criticised by M aix we find that some of the tensions already isolated fall neatly into 
specific compartments.
The two elements from Marxism chosen to highlight tensions are alienation and 
exploitation. Each of these are seen by Marx as defects o f capitalist systems. To the 
extent that welfare systems in the United States and the United Kingdom belong to the 
capitalist economic system then the mai'xist criticism is relevant.
Let us begin by reviewing the systems o f health and welfare in the United States of 
America. It will emerge that at the point o f evolution o f both the British and American 
systems there were differences, even opposite politicaEphilosophical ideologies. Later 
on there appeared to be some similarities when the Great Society Projects were 
undertaken in the early to mid nineteen sixties. This was the period when the United 
States seemed commited to replicating an element of the British system. Then m the 
early nineteen eighties the trends were reversed. The British system during the Tliatcher 
regime introduced a market-orientated strategy which resembled similar strategies in 
operation in the United States. In fact, since that time there has been a gi'adual move 
towards a more Americanised system in Britain. The two conservative governments 
looked to America for possible solutions to what they perceived as an inefficient, 
wasteful health seiwice and a dependency-creating welfare system. The New Labour 
government promises to continue this trend particularly in the field o f welfare benefits 
in respect o f which there has been liaison between Mr. Blair and Mr. Clinton and 
between Ms Harman the Secretaiy o f State for Social Security and her equivalent in the 
state o f Wisconsin. The idea o f promoting work rather than welfare is central to the 
latest reforms (Mead 1997).
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Chapter 7 Health and Welfare in the United States.
7.1 Introduction
Health and Welfare in the United States can be seen as part o f the consumerist, 
individualist market-based philosophy. From a philosophical point o f view there are 
several questions of interest, the most cogent being: Why has this rich capitalist state 
remained so far behind other western countries with regard to health care in particular? 
This critical analysis of the system aims to explore some o f the reasons for this 
situation, and in doing so to uncover tensions in the system. Some o f these tensions 
have already been identified in the context o f the models o f citizenship (Part One).
Other tensions will be more specific.
It is important to note at the outset that efforts have been made at various stages to 
remedy the health-care problem of the lack o f insurance coverage for a substantial 
number o f people. The most recent attempt was via the Clinton Health-Care Bill, which 
as we shall see failed for a variety of reasons.
Since the creation o f the New Deal in the nineteen thirties by President Roosevelt, 
subsequent presidents have attempted to revise or improve the systems. Apart from 
President Johnson’s Great Society Project in the sixties little improvement has been 
observed. Then during the conservative years o f the Reagan and Bush administrations 
the whole concept o f welfare was seen as a major cause o f the economic problems of 
the country.
In attempting to explain and at the same time condense what is a complex situation the 
following points show clearly the decline of health care in the United States. Some of 
the statements are derived fr om a suiwey by the New York Times in the run-up to the 
campaign for the Clinton Health Bill.




1. Most Americans have health insurance coverage via their employment or via 
Medicare or Medicaid if  they are elderly or poor (Eckliolm 1993).
2. Thirty seven million, that is one in seven, have no cover and many more have such 
limited cover as to be unable to deal with any unforeseen circumstance or emergency 
(Eckholm 1993).
3. From the period 1980-1992 the proportion o f people with no cover rose by 22%, 
while the profits of the pharmaceutical companies and the salaries o f doctors increased 
significantly. In 1992 doctors earned 6.9 times the average wage (Navarro 1994).
4. In the United States the corporate class which controls the insurance industry 
exercises powerful influence financially, on members o f congress who sit on 
cormnittees legislating on health care policy. This process o f frinding is called Political 
Action Committees or PACs, and in 1991 $60 million via this system was donated to 
lay members on health care committees in congress (NavaiTO 1994). These PACs are 
seen by some as a way o f buying citizen participation in goverimient (Etzioni 1995).
5. According to a New York Times poll in 1992 Congress reflects the interests o f the 
powerfril economic groups and not those of ordinary people (Navari'O 1994).
6 . In the 1992 elections only 50% of those eligible actually voted and half o f these 
were from the upper socio-economic groups (Navarro 1994).
Bearing these facts in mind let us now consider the background which has led to, or 
perpetuated this situation.
7.2 The Background.
Based on the literature and on the author’s experience o f living and working in the in 
the United States it would appear that America’s unique history and development are 
crucial to the way that health and welfare sei-vices are understood and delivered, hr
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chapter 3, I outlined the specific problems related to culture and attitudes encountered 
by the earliest settlers. The entrepreneurial spirit and the strong work ethic inculcated in 
these settlers from various parts of the world by themselves, and by the early Puritan 
founders has spilled over and filtered down through the centuries to the present day.
Three strands can be identified to demonstrate the particular ideology of which health 
and welfare systems are a part. These are:
1 A particular view o f the state which is rooted in the individualism o f the early 
colonies and promoted by the founding fathers o f America.
2. A particular view o f the individual in the context o f the capitalist state.
3. Following fi om these two, there emerges a particular view of the concept o f welfare 
provision and health care which places the responsibility for both firmly in the hands of 
citizens rather than the state.
7.2.1 The Legacy o f Early Individualism.
The notion o f a ‘good state’, one which is perceived in a positive way by its citizens, 
conflicts with the idea o f a welfare state. The argument is that the welfare state 
challenges the adequacy o f a limited state, hi a society where liberty is associated with 
limited government, the Welfare State is seen as a threat to liberty, ‘rt citizen who is 
dependent on the state, therefore, is not free  from  it.' Wliereas dependence on family 
and community is seen as acceptable, state dependence is seen as undermining self- 
respect (Marmor et al 1990). Viewed from this perspective it is easy to see how the 
term ‘welfare’ has derogatoiy connotations. To be in receipt o f welfare is synonymous 
not just with poverty but with being in some way incapable o f managing one’s own life. 
This is clearly anathema to the individualist frontier mentality which prides itself on 
self-reliance and independence. This is all part o f the individualism which typifies 
American life at eveiy level. As we have seen in chapter 3 (p26) there has always been
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an inbuilt suspicion o f government interference, and a belief that whatever one 
possesses has been worked for by oneself. The idea o f self-reliance is part o f this 
individualism. Again this trait is historical. The Puritans were self-reliant and their 
influence affected the early colonies. Thomas Jefferson preached self-reliance and he 
even made reference to it in his draft o f the Declaration o f Independence (Bellah et al 
1996). The individualism associated with American culture was first identified by i
Tocqueville in 1835 when he used the term ‘individualism’ to describe his personal 
observations o f the way Americans lived and worked. Tocqueville saw the 
individualism as stemming fi'om Benjamin Franklin who had promoted the importance 
of initiative and getting ahead by hard work and a desire for self-improvement 
(Tocqueville 1835).
The kind o f individualism promoted by Franklin has been called utilitarian 
individualism where each individual fought to provide for his own interests. By 
primarily looking after his own particular interests the interests o f all would 
automatically be taken care o f (Bellah et al 1996). Undoubtedtly a strand o f this early 
form o f individualism has been retained throughout history.
The early form o f laissez-faire and individualism in the free market was briefly |
interrupted in the nineteen sixties by the Welfare Liberalist ideology in which the 
concept o f welfare seemed to flourish. This coincided with President Johnson’s Great 
Society Programme in which the role o f the state was seen as important in protecting |K
citizens from the exploitative market. At this time there was a flourishing economy. i
I"However this was short-lived and by the early nineteen seventies a depression was 
evident. This was when the neo-capitalists blamed the welfare ideology for the 
economic situation. Then President Reagan took office and re-established the virtues of 
family, neighbours and community. Altruism and charity were applauded because 
individual capital was used voluntarily to help others. Welfare based on collective 
coercive ‘giving’ was seen as inappropriate. While the idea o f a safety net for the truly 
needy was recognised, the actual help given, it was felt, should be absolutely basic and
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7.2.3 The Histoiv o f Welfare Provision.
The background to the American welfare system differs from its European counterparts. 
One view o f the reason for the introduction o f social insurance in England and Germany 
was that this was aimed at creating some sort o f stability in the political order by 
integrating workers into a system o f welfare, hi both countries there were pre-existing 
facilities for providing sickness benefits. In Britain there were the friendly societies 
(p210) while in Germany there were various guilds and mutual societies (StaiT 1982).
In America the political institutions differed from those in Europe. From 1900 the 
American govermnent had little control over the economy and had only a small 
unprofessional civil service. There was little control over social welfare and health care. 
Unlike Europe where the hospital system was largely government rim, American 
hospitals were mainly private.
Politically there was further um*est particularly among the farming community. 
Socialism emerged at the turn o f the centuiy but by 1916 the socialist party took only 
6% of the vote. This was the period of conservative-labour leadership. The trade union 
movement was slow to develop compared with Europe although there were in existence 
small fraternal orders and benevolent societies (Starr 1982).
122
temporary. The role o f the state was primarily that of protection and therefore minimal. 
This view closely corresponded with individualist/capitalist ideology. Since the 
Reagan/Bush administrations there has been an underlying tension between capitalism 
and welfare liberalism, and this tension emerges occasionally, usually when it is brought 
to the attention o f the government by the few who oppose the inequality of the capitalist 
system.
The concept o f ‘welfare’ in the United States is regarded in ordinary discourse as being 
separate fr om health care. The former is a misforfrme which befalls the poor that is one 
section o f the population, while the latter concerns the entire population.
At the turn o f the century welfare benefits were confined to veterans o f the civil war 
(Quadagno 1988). These pensions came to constitute an extensive system o f social 
welfare. About one in two elderly, native-born, white North Americans received a 
pension fi'om the federal budget (Katz 1986). However, as the number o f veterans 
declined so did the pension schemes and no new or alternative system developed. The 
scale o f need created by the Depression could not be catered for by the small number of 
agencies available. The insurance schemes which were available were attached to and 
run by coiporate companies and businesses which provided company welfare and 
pensions for employees (Pierson 1991).
The Social Security Act passed in 1935 by president Roosevelt formed the basis o f what 
came to be known as the New Deal. All subsequent expansion derived from this. The 
programmes developed by the New Deal were; a) a federal state employment 
programme, b) grants to help needy children and c) assistance for the elderly and the 
blind. There was also provision for infant and maternal health and an old age insurance 
programme. The degree to which these services were available varied fi'om state to 
state but in all cases insurance payments were necessary. Otherwise benefits were 
means tested and granted at the discretion o f individual local governments. There was 
no health insurance programme (Orloff 1988).
7.2.4 The Structure o f Welfare Seiwices.
It is already clear that the idea o f a ‘welfare state’ is an inaccurate label to attach to the 
system so far described. There is the additional fact that since there are fifty separate 
states, each with its own federal control it is unlikely that the concept o f one overall 
welfare state could apply. Therefore the New Deal mentioned above must suffice to 
describe the limited state input into welfare provision. That is not to say that the term 
‘welfare’ is not used. In fact it is used in a fairly derogatoiy sense.
There was a point in the nineteen sixties during the Great Society Progiammes when the 
idea o f welfare as a right almost became a possibility. As part o f the vision o f the Great 
Society teams of professionals were drafted in to identify the poor and to ensure that all
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who were entitled to benefit were receiving it. These teams included community case­
workers, legal service advisors and many others. Numerous politicians, both 
Republican and Democratic, lent support to this ideal. Welfare provision during this 
time took the form o f non-cash aid such as food stamps and Medicaid, refeiTed to 
collectively as SSI Supplementary Social Security Programme. There were also smaller 
benefit packages including student loans, job corps, housing assistance and the school 
lunch programme (Marmor et al 1990).
The Great Society Programmes can be seen as a reflection o f what is possible. Its failure 
to develop also shows that without public support and political will at a high level any 
such venture cannot thrive. Nevertheless this attempt at welfare provision stands out in 
American history. It is interesting to note that these prograrmues coincided with what 
has been called the ‘golden years’ o f the British Welfare State (Pierson 1991).
The idea did not take hold and by the mid nineteen seventies the idea o f welfare as a 
right had been dismissed. Apart fi'om the conflict between welfare rights lobbyists and 
legislators it became obvious that the majority o f Americans did not see welfare either 
as a right or a priority.
What then is the structure o f the system which operates?
There exists a fr agmented, complicated system of benefit provision ananged in a two 




Retirement and Disability Benefits,
Unemployment Benefits,
Workers Compensation.
The Social Insurance Programme involves schemes linked to work and dependent on 
contributions through taxes and wages. These are not means tested and are not aimed
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specifically at the poor. The benefits for the poor are means tested (Orloff 1988). The 
most frequently cited and the most frequently targeted for cost-cutting is the AFDC 
(Assistance to Families with Dependent Children) (Weir et al 1988).
7.2.5 Recent Proposals for Welfare Reform.
It is o f interest to note that welfare reform came after health reform, again highlighting 
the split between the two concepts in American society. The proposed changes in 
welfare again focused mainly on the AFDC benefit. President Clinton called for an end 
to welfare as it stood and his proposals addressed the following facts:
a) That there were 14 million people in 5 million families receiving AFDC - a 30% 
increase since 1989,
b) That the average monthly benefit to families was $337,
c) That nearly one in every 7 children received benefit, this being partly accounted for 
by the rise in illegitimate births,
d) That the AFDC programme cost $23 billion per year plus $0.7 billion for 
administration costs,
e) That another $27 billion was spent on SSI (Supplementaiy Social Security hicome) 
(Katz 1994).
Ml'. Clinton proposed to gradually phase in the following changes:
1. To introduce a contract to those on welfare by which the government would pay for 








2 This plan would apply only to those bom after 1971. By focusing on younger age 
groups it was hoped to encourage teenagers to take responsibility for their lives.
3. Those capable o f work would be limited to just two years of cash assistance from the 
govermnent in a life-time, emphasising the fact that welfare benefits were to be seen as 
temporaiy.
4. Those unable to find employment within two years would be required to take part in 
a government-sponsored job program. This assignment would last up to twelve months 
during which time the individual would seek employment.
5. Since teenage pregnancy was seen as a major drain on resources, a national 
campaign would be set up to address this problem at a cost to the government o f $300 
million.
6 . Every pregnant teenager o f school age would be obliged to finish school. They 
would be expected to live with their parents. A subsequent pregnancy would mean loss 
o f benefit.
7. Since parents should be responsible for children, and therefore the first line o f 
support, paternity must be established and child support paid by the father. Lack o f co­
operation on the side of either parent would mean curtailment o f benefit (Katz 1994).
The Welfare Bill was passed in 1996. It is clear that a tough line has been taken to 
stamp out the culture of dependency. There are obvious problems with this approach not 
least the assumption that all or even most teenagers will belong to a two parent family 
to begin with. There is also the dilemma of the children born into this system who will 




7.3 The End of Welfare: the Wisconsin Model. I
While the states try to ease in the new Welfare Bill some are further ahead than others. | |
Wisconsin is now being cited as the model to be aspired to in its welfare policy. The 
Governor o f that state, Tommy Thompson a Republican, has been instrumental in 
changing the system. His philosophy is that welfare dependency is harmful and destroys 
self-sufficiency. He has created a work requirement for all those in receipt o f welfare.
This means that each individual must work for a given number o f hours each week. For 
those unable to find a job this time can be used to seek employment or to gain the skills 
required for particular work. The state in return provides child-care, transport and 
health-care. The plan is mainly aimed at single mothers and the aim o f the scheme is to 
reduce the numbers on welfare. Anyone not complying with the work conditions loses 
welfare. Children are also being urged to stay in school and if  absent without a 
legitimate reason, then welfare for the parent is withheld (Thompson and Bemiet 1997).
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Under the current Wisconsin scheme welfare benefits in the form o f AFDC are still 
issued subject to these conditions. In the near future however the benefit system will 
end under the W2 scheme. Under W2 nobody will receive cash from the government.
Wisconsin began its reform in 1987 and since then has cut its welfare bill by half / |
A(Thompson and Bemiet 1997). In the last ten years the caseload for welfare in the form 
o f AFDC has also been cut by half. One source says that uptake o f this benefit 
continues to shrink by 2% per month (Rector 1997).
The Wisconsin Model is relevant not only to other states in America but also to Britain. 
Recently the Secretary o f State for Social Security Ms Harman was visited by a member 
o f the Wisconsin team. It appears that Britain is now focusing on single parents and 
‘workfare’ as a means o f weaning people off welfare. Although in Britain no action has 
been taken as yet there is evidence to suggest that a pattern similar to Wisconsin is 
being considered.
Despite the alleged success o f the Wisconsin experiment (mostly reported by the 
govermnent) some areas o f concern are evident. Some o f these concerns have already 
been addressed by Welfare Liberals. The main feeling seems to be that instead of
government cash aid for the needy there is now a worrying degree o f control over 
peoples lives. Although the figures are impressive to show reduced numbers on welfare 
there is little feedback from actual recipients. The fear is that while the majority may 
join the workfares and self-sufficiency programmes others may not. There may be 
increased poverty and homelessness among the most vulnerable.
The problem o f illegitimacy has yet to addressed, which some would see as the 
frmdamental problem. In view o f the stance taken with welfare benefits clearly a 
similarly tough line will follow for teenage pregnancies.
7.4 Health Care in the United States.
The idea o f state -assisted health care for the poorest in society did not come about until 
1965. Prior to that the main structure o f medical finance was fee for seiwice payment. 
The assumption was that most people could pay for basic and routine health care and 
would have insurance cover via employment to cover more expensive treatments. This 
was a misconception and as medical costs rose those without employment insuiance 
were faced with a dilemma.
Before 1965 the financing o f care for the poor came from charity hospitals, payment by 
state and welfare agencies and the altruism o f a few doctors (Starr 1982). Medicare was 
designed to provide pre-pald hospital insurance for those over sixty -five under social 
security, and low cost voluntary medical insurance for the aged under federal 
administration. The voluntary component would pay for doctors’ bills and other 
medical expenses financed partly by the individual and partly by general taxation.
Medicaid was intended to enable states to pay for medical care for the poor, usually 
those on other welfare benefits. No contribution is required towards the cost of care 
from those on Medicaid.
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For those not covered by Medicare or Medicaid (that is the majority o f people) 
employment insurance is relied upon to take the cost of hospitalisation or any other 
illness requiring treatment. It would appear that there have been two overriding 
problems associated with health care for the majority. One is access to care and the 
other the cost o f health care (Eckholm 1993).
To some degree the problem of access to seivices was lessened by Medicaid and 
Medicare. This problem peaked in the nineteen sixties and has re-appeared in the 
nineties (Marmor et al 1990). In the period between these times it was cost which was 
the main concern. Three phases can be identified as significant for health care during 
the seventies according to Starr. These were:
1. A period o f agitation and reform in the first half o f the decade as welfare 
entitlements became popular in public opinion.
2. A period o f inactivity in the second half o f the decade as inflation became the main 
concern o f govermnent.
3. A growing trend o f anti-government feeling culminating in the Reagan election in 
1980 (Starr 1982).
Meanwhile various individual politicians tried to formulate health insurance plans. 
Some such as Senator Edward Kennedy have fought consistently to change the system. 
The Nixon Administration also tried unsuccessfully to introduce a plan. Meanwhile 
Congress proceeded to instigate its own plans including a failed attempt to unite 
Medicaid and Medicare under one ‘Health Financing Agency. At the same time several 
small for profit hospitals were growing into large companies. The Health Maintenance 
Organisations also ran for profit organisations relying on fixed annual insurance 
premiums to finance health care.
There are several problems relating to the lack of a national health plan. There are 
frequent reports in the media o f the way in which individual’s lives and those o f their
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families are affected. Reports o f patients being left untreated until proof o f insurance 
status is produced are not uncommon. This situation is not confined to the poor, hi fact 
one o f the most vulnerable groups is the self-employed who are often unable to afford 
the high premiums demanded by companies. The New York Times review o f the health 
care dilemma reported one case o f a family where the self-employed husband had to 
choose between his own orthopaedic operation, his wife’s pre-natal scan and his child’s 
allergy (Eckholm 1993).
As far as businesses are concerned the larger the business the better the cover. Small 
businesses can not always afford the premiums without cutting wages. There is an 
additional problem in relationship to workplace coverage. Frequently employees feel 
pressurised into staying in unsatisfying jobs simply to keep the insurance coverage. This 
syndrome has now been recognised and labelled ‘job-lock’ now regarded as a major 
stressor in the work-place (Eckholm 1993). This is what Marx would have called 
alienation from the self which occurs when people remain in specific employment for 
economic existence rather than for job satisfaction (pi 85).
Another problem w hith  has been evident in recent years is the idea o f bad insurance 
risks. This is when people with some chronic illnesses such as AIDS are unable to 
secure health insurance because the cost o f premiums have been increased to such an 
extent.
Lastly there is the problem of an increasing elderly population. Here there are parallels 
with the situation in Britain (p i 52). The burden o f caring for elderly relatives is placed 
mainly on the family, usually women who themselves must work in order to maintain 
their own insurance status. Many elderly spend their life savings on nursing home care. 
Nursing home residence is regarded by many as a last resort. However with changing 
demography this may be the only option for the future. As is the case in Britain family 
structure is changing. It is not unusual for a 65 year old to care for an 85 year old on a 
twenty -four hour basis. Only a small amount o f funding, 3% from the $15 billion 
allocated to long-term care of the disabled went to home care services in 1990 
(Eckholm 1993).
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7.5 The Clinton Health Reform Bill.
The background described above shows a system in which the main coverage of 
medical care costs was taken up by employers and a significant number of people with 
no cover at all (p i 19). The perceived crisis situation was taken on by Mr and Mrs 
Clinton and a package for reform was developed. Various experts from professional 
bodies, pharmaceutical industries and economists were called in to help organise and 
advise the president.
Managed competition was the new concept on which the Health Bill was based. Cost- 
consciousness was the main aim o f the scheme. It was felt that since employers 
provided insurance cover for employees generally speaking Americans did not 
appreciate the cost of health care and that they over-used resources. The new plan 
would mean that employers would pay up to 80% of the cheapest plan for individual 
employees and the govermnent would tax all health benefits above that level.
Consumers would pay more for their insurance coverage and would be expected to 
select less expensive plans. The health industry would be under the control o f insurance 
companies (NavaiTo 1994).
While this system o f pruning costs and allegedly providing better quality care for less 
money was endorsed by many professional bodies, there were still criticisms from 
various political sides. The main complaint was that a third party ie the insurance 
company would come between the doctor and the patient. Doctors would be under 
pressure to select cheaper treatment and reduce diagnostic tests with possible 
detrimental effects on the quality o f care.
The Clinton Health Bill consisted o f a 1,342 page document (Rubin & Connonlly 
1994). In his address to Congress on 27th September 1993 President Clinton said that 
there were six main principles involved.
1. The first principle was security. By this the president meant that all citizens should 
have health care coverage. A health security card would entitle each eligible person to
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obtain coverage via a health plan covering a nationally defined comprehensive benefit 
package (AMA 1993). All individuals would be obliged to enrol in a health plan. 
Otherwise this would be done automatically.
The nationally defined benefit package would include all o f the following services; 
hospital care, ER, physician services, preventive services, pregnancy-related services., 
home health and diagnostic tests. Vision and hearing care, health education classes and 
dental care for children would also be included (AMA 1993).
The state would have specific responsibility for implementing the plan. By Januaiy 1st 
1997 all states would be expected to establish one or more health alliances and ensure 
that all individuals were emolled and in possession of a benefit package.
2. The second principle addressed by the president was simplicity. By this he meant a 
reduction in bureaucracy and form filling.
3. The third principle was cost-reduction. The president aimed to reduce the budget 
deficit over five years fi'om $91 billion to $60 billion (Rubin and Coimolly 1994). 
Unless every citizen has insurance the president said health care inflation could not be 
reduced. This was because the uninsured often waited until their illness was more 
advanced and therefore more costly before seeking medical help. Then when people 
were unable to pay for their medical treatment the rest o f the population must do so.
4 The fourth principle was choice. This meant that people could choose their own 
health care plan and their own doctor. Doctors would also have a choice o f which 
insurance plans they would practice.
5. The fifth principle o f the Reform Bill was quality. Higher prices do not guarantee 
higher quality. Providers o f care therefore would be urged to make smarter choices 
about the kind o f care they provide.
6 . The sixth principle was responsibility. This must apply, the president said to all 
who give and receive care, including insurance companies who can no longer cast aside
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someone who becomes ill. It also means changing individual behaviour so that the so- 
called lifestyle behaviours such as violence, smoking and other substance abuse, 
teenage pregnancy and AIDS which lead to ill-health should be reduced (AMA 1993).
According to the plan eveiy employer and every individual would be asked to contribute 
so that there is shared responsibility for health care,Some would pay more than others. 
The self-employed would pay less as well as being able to deduct from taxes 100% of 
the health care premiums. Large employers would have more cash to direct towards 
wages and new jobs because the health care costs would no longer increase. Mr.
Clinton had also tried to reduce medical spending by encouraging stiffer competition 
and if  that failed, by imposing mandatory controls which would keep health costs in line 
with economic expansion.
7.5.1 Whv the Plan Failed.
Democrats were divided over the plan, especially the proposal that employers should 
pay for most o f the their workers health costs. Republicans were largely united in their 
opposition to the whole plan manly because it relied too heavily on taxes. Thi'ee main 
reasons are cited for the failure o f the Clinton Bill.
1. It was too detailed and too complex to explain to the public and to low grade 
workers. It was also too large in terms o f the volume of information. The public soon 
became bewildered by the barrage o f news stories. The health insurance industry used 
this fault to maximum effect via television advertisements in which a yuppie couple 
were portrayed laboriously ploughing through the 1,342 pages o f the document 
(Ecldiolm 1993).
2. The second reason for failure was a lack o f consensus among their various 
committees designed to attend to the political and legislative details o f the Bill.
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3. The third reason for failure there was a refiisal by the various political parties to 
compromise as to the actual details. No Republican in the House voted for the Bill and 
even the Democratic vote was low (Almanac 1994).
It can be concluded that the main problem was that the Bill was too detailed and 
extensive. It appears that a document which recommended so many radical changes 
could not be instigated in a given time frame. There were several positive aspects some 
of which had for the first time recognised the need and desirability for all citizens to 
have health care cover. Making employers responsible for the welfare o f workers was 
also a welcome change to the burden o f responsibility previously carried by employees. 
The idea o f a nationalised system where each individual carried a card o f entitlement to 
coverage sought to change the perception o f the divide between the haves and the have- 
nots. The proposed amalgamation o f Medicare under the insurance system , again 
severed the link between the poor and the rest o f society. Overall the Health Bill 
showed how the best o f intentions could not alter the deep- seated reluctance o f ‘the 
system’ to offer improved health care provision. It also highlighted the limited power 
o f the president and his party to overrule the opposition.
Since the failure o f the Clinton Bill in 1994, various attempts have been made to 
instigate some kind o f system based on the those in Canada and Britain. One o f the 
most active campaigners for health reform has been Senator Edward Kennedy. The 
most recent change to the system has come fi'om his Bill in 1996. This was the 
Kennedy, Kassebaum Steer Insurance Bill to Safety. This legislation, signed and passed 
by Congress, means that people would not lose their medical insurance if  they leave or 
loose their jobs even if  they become ill (Langdon 1996). Although this Bill does 
nothing to improve the lot o f the now 43 million Americans without insurance cover, it 
has nevertheless helped those with employment-assisted insurance and should 
eventually ease the ‘job lock’ situation (p i30). The American health-care problem can 
be summarised by saying that despite continuing commitment to change by a few 
politicians the possibility o f a nationalised health service remains remote at this time. 
The Clinton Health Bill provided a strong platform for the first election campaign.
Since the Bill failed the notion o f health reform has to some extent been cast aside.
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Having presented the facts, some reasons for the current dilemma are clear. These are 
mainly related to historical factors such as the predominantly individualist ideology 
inherent in American society and perpetuated by successive governments. The 
capitalist system is maintained by large scale organisations and corporations and the 
many layers o f workforces which keep the system in motion. But what o f the 
fundamental question with which we began? Why has this rich capitalist country failed 
to deliver a system o f health care for all its citizens? The possibility o f achieving such 
an aim is not impossible as the Canadian experience demonstrates. Canada introduced f  j
a nationalist ed health service in 1972 and ended insurance run systems (Navarro 1993).
Various reasons have been suggested. As we have seen a powerful move in the right 
direction was led by President Clinton which failed. The cynical view might be to say 
that the area o f health care provided a strong platform in the election campaign. The fact 
that the whole exercise was subsequently cast aside seems to lend credence to such 
cynicism.
The most frequently cited reasons for the lack o f a health care programme is what is 
known as popular choice theory (Navarro 1994). Basically this assumes that, based on 
the views o f various influential medical people and economists, the American people do 
not want a nationalised health programme. This assumption seems extraordinary given 
that we have already seen that only 50% of those eligible to vote actually did so in the 
first Clinton election (pi 19). We must therefore assume that a particular faction o f the 
population only hold this view, hi other words the very people who need health care 
cover did not have sufficient confidence in the government to feel that voting would 
represent any force on their behalf.
7.6 Tensions in the Svstem. 7?
The analysis o f the American system has led to the identification o f various tensions in 
the systems. These tensions can be interpreted either narrowly as specific areas o f 
tension, or more widely as tensions deriving from a higher source. Chapter I outlined a




vessels as a means of describing disequilibrium (p6 ). I suggested that this type of 
analogy was relevant to systems o f health and welfare and that too much pull in one 
direction can cause tension or disequilibrium (p7). I also stated that such tension is not 
necessarily negative. In the case o f the systems described many o f the tensions arising 
in health and welfare systems are in fact blueprints for change. O f course the desired 
change may not come about. As the American health care system shows some tensions 
remain unresolved. But even if  they are um esolved they may be taken up at a friture 
date (a presidential election campaign for example), and in the meantime they will 
provide a focus of attention for the few politicians who constantly strive for 
improvement.
In other cases the tension may be addressed, even resolved, but equilibrium does not 
automatically follow. The welfare svstem in America has been reformed, in some states 
already. However it remains to be seen what the outcome will be. It is likely that new 
tensions will replace old ones. In a system as radical as the Wisconsin Model it is 
difficult to envisage a state o f equilibrium. The overriding tensions remain those 
between capitalism and welfare liberalism, between progress and poveity. The 
disequilibrium arising from these tensions will continue to provide a platform for 
political and economic debate until some form o f balance is achieved. To this end the 
tensions described can be seen as necessary if  positive reform is to be achieved.
7.7 Conclusions.
1. Analysis o f Welfare and Health in the United States shows these two components as 
being regarded as separate concepts rather than parts of the same entity. Health is seen 
as applicable to all although a substantial number o f people cannot afford basic health 
care. Welfare, on the other hand, is applicable only to the poor, those who cannot 
manage without government assistance. That assistance holds a stigma which time has 
done little to erase.
2. Successive governments have sought to reform the system o f welfare and have 
usually targeted the benefit payable to single parents (AFDC). The most recent reform -
136
The 1996 Welfare Bill aims to eventually eliminate welfare benefits completely. 
Various incentives to work have been instigated by the government in order to reduce 
the numbers on welfare.
3. The state of Wisconsin has been involved in welfare reform since 1987. Since that 
time it has cut its welfare cost by half. This has been achieved by enforcing rules to 
work, learnfares and self-sufficiency programmes. Failure to comply with the rules 
means benefit payment is witheld. The apparent success o f this scheme (m govennnent 
terms) is now seen as a model for other states to follow. The British government has 
also shown signs o f a desire to emulate this system. The scheme is still in an 
evolutionary stage.
6 . Not all politicians have disregarded the need for a nationalised system o f healthcare. 
President Clinton devised a promising document for reform under which every 
individual would have access to some form o f health insurance. His plan failed largely 
because o f lack o f support for the Bill. Since then a small number o f commited 
individuals have continued the campaign for change.
4. The main issue regarding health-care in the United States is the lack of provision for 
a substantial number o f people-43 million. This figure does not only represent the poor 
but also many self-employed people.
5. Various reasons have been put forward as to why this wealthy capitalist country has
si-lagged so far behind other western countries in its health care. One theory is that the 
public do not want such a system. It is however more likely that the reasons are 
historical and associated with the individualist ideology which can be traced to the 
founding fathers and early Puritans. This individualism emphasises the values o f self- 
reliance and a mistrust o f government. These factors combined with the traditional work 
ethic and entrepreneurial spirit have filtered down to the present day.
?
t
7. There are tensions in the systems of Welfare and health. There is an imbalance 
which favours the rich and successful at the expense o f the poor. This tension continues 
to form a platform for political debate.
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8.1 The Background.
The origins o f the British Welfare State go back at least as far as the seventeenth
century although there is a widely held view that it was bom on July the fifth nineteen
forty eight (Marsh 1980). In reality the concept o f ‘Welfare State’ was a gradual
evolution. There are various theories as to why this label was applied and some o f these 7
.are o f interest (p6 ). One theory is that ‘welfare’ state was used to distinguish it from
.’warfare’ state which was consistent with the rise of totalitarian regimes (Oakley 1994).
It is more likely to have come about as confirmation o f the labour governments’ 
promise to offer seiwices such as social security which was a term also coined during 
the war. Social security meant the security o f citizens against poverty (Lowe 1993).
Whatever the reason for the label ’Welfare State’ it has subsequently become 
synonymous with a caring state, at least in its early years.
hi attempting to analyse the British system o f welfare in a critical manner it is relevant 
to briefly consider the social and political background. Various changes in the late 
nineteenth century were significant in establishing the new system. Industrialisation 
changed communities both in terras o f mobility and as a labour force. The kind o f work 
undertaken in factories was directly related to industry. An urban workmg class 
evolved. The population mcreased and due to the public health measures there was a 
fall in infant mortality (Pierson 1991).
Economically, up until the middle of the nineteenth centuiy it was the laissez-faire 
system which operated (p34). Tliere then followed a period o f discontent with the
'
liberal capitalist system. This came about as a result o f the many social changes 
resulting from industrialisation. Theories as to the precise reason for the Welfare State 
differ considerably. One theory at the time was that it was purely an extension o f the 
widespread feeling of charity towards ones neighbour-the idea that we are all members 
one o f another (Hall 1952).
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I have already described the strength o f charity in the alleviation o f poverty (pi 00). 
However it is unlikely that this was the sole reason for change. The idea that 
industrialisation was a major factor was popular with many commentators. The various 
social changes resulting from industrialisation resulted in ‘modernisation’ provided 
scope for a changing perception o f employment. Problems both social and medical, of 
the workforce called for some state action in terms of legislation. Modernisation also 
meant a growing appreciation o f the idea of citizenship. Indeed another theory for the 
foundation o f the Welfare State is that it came about because o f the transition from 
subject to citizen. One o f the greatest proponents o f this view was Marshall who 
identified three stages and categories o f rights: civil rights in the eighteenth century, 
political rights in the nineteenth centuiy and social rights in the twentieth centuiy 
(Marshall 1979).
Politically there were three main influences identifiable in the early years o f the Welfare 
State. These were: The Reluctant collectivists Beveridge and Keynes, Social 
Democracy and Conservatism (1951-1964) (Lowe 1993).
Beveridge and Keynes have been referred to as reluctant collectivists (Lowe 1993, 
George and Wilding 1976). They were reluctant in that they were both commited to the 
market ideology and yet were aware o f its defects and recognised the need for state 
intervention in matters o f welfare. Beveridge showed foresight in seeing at an early 
stage the desirability and importance o f input fr om not just the state and the market but 
also from the voluntary sector (Beveridge 1948). The market was seen by Beveridge as 
being vital for developing individual incentive and motivation. The state on the other 
hand held the key to the achievement o f a more economically free society (Lowe 1993).
Democratic Socialism had a significant impact on the perception o f British politics 
internationally. The aim o f the Democratic Socialists was to have a more equal society 
where capitalism was replaced by socialism. Marshall and Titmuss were strong 
proponents o f these views. Marshall saw social rights o f citizenship as crucial to such 
an end. These rights would include health and welfare services shared by all men as 
equals. This in turn would enhance a sense o f community.
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Titmuss held similar views , also emphasising the necessity for community and altruism 
(Lowe 1993). Titmuss used the example o f blood donation (pi 00) to show how 
altruism could work as gifts among strangers. The problem with this particular 
argument is that blood donation cannot serve as an example for other welfare benefits.
In fact Titmuss offered little in the way o f a possible solution to the problem of social 
security based on insurance and as a means tested benefit.
Conservatism in the context o f the Welfare state is o f interest. It is o f interest in that the 
idea o f ‘change’ in welfare and health is often associated with conservative 
governments, but it is arguable whether this was in fact the case. No major change was 
effected during the period up to 1964 (Timmins 1995). It was the New Right wing of 
the conservative party which took office in 1979 which was responsible for instigating 
reforms in welfare thus departing from the ethos of ‘conserving’ which is implicit in 
‘conservatism’ (this is discussed in chapter 11 p226). There remained for some time a 
clear distinction between New Right and Old Right. M i’S Thatcher and Sir Keith Joseph 
were major proponents o f New Right thinldng (McLean 1996). Both were influenced 
by the work o f the economist Hayek whose philosophy on the market became part o f 
New Right policy (Hayek 1944). A particular view o f the state is held by the New 
Right, one which rejects the ‘giving’ state.
The New Right have been critical o f what they regard as the nanny state. In addition 
they make a strong and convincing case for the inclusion o f market forces within the 
welfare sector. They use key terms such as choice and empowerment to highlight the 
lack o f these elements in the traditional welfare state. The Welfare State is seen as 
inefficient,wasteful and ineffective depending as it does on a bureaucratic structure. It is 
also an infringement o f liberty with its compulsory taxation and lack o f public choice in 
services (Pierson 1991). These issues are taken up in the context o f the discussion o f 
the effects o f Thatcherism (p i49).
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8.2 What Beveridge Envisaged.
The two people whose names are usually associated with the foundation o f the Welfare 
State are Beveridge and Bevan. Beveridge was instrumental in formulating the plan for 
social security the details o f which are found in The Beveridge Report (HMSO 1942).
To Bevan is attributed the National Health Service. Housing and education were also 
key elements in this plan. For the purpose o f this thesis however it is health and welfare 
with which I shall mainly be concerned.
The main contribution made by Beveridge was the organisation o f a system o f social 
security based on insurance contribution for times o f need, that is when employment 
was not possible due to lack o f jobs or sickness. The system was to provide a safety net 
and was a short term strategy only. Beveridge had based his plan on a similar system in 
operation in Germany (Glennerster 1995). Tire appeal o f the crusading style o f 
Beveridge was articulated in his focus on what he regarded as the five giants : want, 
ignorance, disease, squalor and idleness. The ambitious project o f eradicating these 
evils in society received overwhelming support in post war Britain. In fact the war is 
seen by many as being instrumental in creating the climate o f optimism which 
subscribed to the desire for a better future in terms o f health and welfare. The other 
strongly appealing aspect o f Beveridge’s plan was the language in which his proposals 
were couched. The promise o f a ‘cradle to the grave’ set o f sei’vices embodied a feeling 
o f a caring state. The other side of this coin was of course that in offering such a 
promise Beveridge also gave the state unlimited powers of intervention.
If we measure the progress and success o f the Welfare State in terms o f the original five 
giants we see that some giants fared better than others. I have already indicated (p i02) 
that ‘w ant’ in Beveridge’s terms was a synonym for ‘need’ and that the teim  ‘w ant’ only 
later became associated with ‘preferences’ to be satisfied by the market, hiterestingly it 
has also been suggested that Beveridge used ‘w ant’ as a synonym for poverty and it is 
noted that he appeared to avoid reference to poverty (Timmins 1995). It was 
Beveridge’s commitment to fiill employment which apart from social security was 
aimed at eradicating want. Employment was seen as crucial both to the economy and to 






giant ‘want’ had clearly not been dealt with adequately. It is however recognised that for 
at least the first thirty years after the war the problem of poverty was stabilised by state 
welfare. This period has been regarded as the era of ‘old’ poverty whereas ‘new ’ 
poveity is seen as a result o f economic and social changes from the nineteen seventies 
(Dean & Taylor-Gooby 1992). This was the era o f economic depression, increasing 
unemployment and changes in family patterns, in particular a rising number o f single 
parent families.
Unemployment became a problem which the system o f social secui'ity has done little to 
rectify and has led some conservative commentators to associate welfare recipients with 
a dependency culture, hi one study carried out in Britain by an American political 
scientist, Charles Murray, it was confirmed that Britain was following America with the 
emergence o f an underclass (Murray 1994). Idleness, lack o f incentive to find work and 
one parent families were all seen as part o f this destructive element associated with 
social security and poverty. Criticisms such as these have focused on the moral issues of 
welfare and questioned the morals o f individuals who felt it was their right to ‘take 
from’ the system with no apparent feeling o f a duty to pay back. This is certainly one 
aspect o f welfare which clearly needs to be addressed if  those in real need are not to be 
victimised because o f deviance by a few. This moral argument was very much part o f 
the Thatcher era with emphasis on old values o f self-reliance and a traditional work 
ethic. But there is another problem which is more fundamental in importance. The 
issue o f unemployment itself and in particular its effect on health and well-being has 
received relatively little attention and little has been done to investigate the problem 
(Bartley 1994).
The problem o f idleness then, we can say has deteriorated since the Beveridge Report. 
Another o f Beveridge’s giants was ignorance. Although a detailed analysis o f education 
and housing policy is beyond the scope of this discussion, nevertheless a brief review 
serves to complete the picture o f welfare reforms. The question o f education proved to 
be the most political o f the issues in the post- war era and it was also the first to be 
reformed. In the period after the Industrial Revolution the situation was that education 
leading to university placement was available only to those who could afford. That 
excluded the majority o f the population, hi 1818 only seven percent o f children
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attended day school (Timmins 1995). Various institutions provided some basic form of 
schooling for those who did not attend school (Fraser 1984). The question o f literacy 
was controversial with an implication in some circles that extension o f education to the 
lower classes would not be in the best interests o f anyone. There was a sense in which 
the division between classes had to be maintained so that a status quo prevailed and the 
so-called leisure class had education and knowledge which in the hand o f the lower 
classes might produce rebellion and dissatisfaction. In my discussion o f the work of 
Marx this becomes clearer in the overall context o f class.
As we have seen in chapter 6  (p98) the charitable organisations were influential in 
helping the needy in the period. This help had extended to education. Because o f the 
influence o f Christianity, both Church o f England and Roman Catholicism religion was 
a large component o f education at the time. Religion also re-enforced the attitude o f 
humility and charity so discouraging ordinary people from attempting to rise above their 
station. At the same time it was recognised that ignorance was also unacceptable so a 
degree o f input was necessary. Victorians saw a fr ee society as a literate society. The 
case was made for state intervention on these grounds, that is the good o f society as 
much as the good of the individual (Marshall 1979). Elementary, compulsory free 
education was therefore introduced and legitimised in the 1870 Education. From the 
point o f view o f citizenship education was important. There were various debates as to 
what should and should not be taught in schools.
The problem of squalor is closely associated with poverty and poor public health 
seivices. Attempts to relieve this have been analysed as part o f the public health sector 
(p8 6 ) and as part o f the discussion on charity (p98 ).
In the immediate post-war period there was massive destruction o f housing and as a 
result re-building necessitated the employment o f planning officers and builders.
The giant ’disease’ had an effect on and was affected by the other four giants. While 
public health measures to improve disease were limited they were nevertheless highly 
effective in securing a clean water supply. As far as general health is concerned it was 
the National Health Service which was instrumental in improving all aspects o f health
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and more importantly the service was available to all free at the point o f delivery. Let us 
analyse this in more detail
8.3 The National Health Service.
While the social security system offered a minimum of provision, the National Health 
Service offered an optimum making medical care available to all free at the point o f 
delivery. The service became the most popular aspect of the Welfare State. This 
popularity has been attributed to various factors. The war it seems had a significant part 
to play. The spirit o f optimism and generally high morale in the post-war period 
together with the many new ideas and services which came about as a direct result of 
the war were also important. Services such as blood transfusion and improved surgical 
techniques paved the way for greater things especially in an atmosphere o f growing 
interest in medical science. The social security system would, it was believed, alleviate 
poverty but poor health was still a problem. The National Health Seivice then, seemed 
to address this problem. New drugs were now available to treat various infections. What 
was needed was a system to make services available.
It is o f interest to note the system o f hospital and general practitioner services which 
existed before 1948. This is because it shows the improvements made over a very short 
period in the very early years o f the National Health Service. It also serves to put 
subsequent criticisms into perspective. Just before the war there were 1334 voluntaiy 
hospitals which included many o f the large London teaching hospitals. There were 
1771 municipal hospitals many o f which were extensions of the workhouses and 
certainly inferior to the voluntary hospitals. These were run by the local authorities.
The school health service, health centres,and home-nursing were also the responsibility 
o f the local authorities. General practitioner services took the form o f ‘panel doctors’ 
which in 1938 covered 43 percent o f the population. The system did however exclude 
women, children and the elderly (Timmins 1995).
Long before the health sei-vice evolved there was recognition o f the need for reform.
The British Medical Association in 1930 was asking for a more comprehensive system
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by extending National Insurance to cover hospital care. This was clearly not the answer 
since the most vulnerable groups would still be excluded.
The actual form which the new health service was to take was documented in the 1946 
in the National Health Seiwice Act. The service was to be paid for from general taxes 
with a small income from the national insurance. Hospital and general practitioner 
sei-vices were free as were all medicines dental care and optician services. The reality of 
‘free’ seiwices made the National Health Service popular and this continued for a brief 
period. The first signs o f budgetary problems were realised as early as 1949. Extra 
capital was needed for defence in the Korean war. This capital was taken fr om the 
health budget (Glennerester 1995). The two services to be affected were ophthalmic 
and dental care. The idea o f a free seiwice with equal treatment for all was an ideal 
which retrospectively can be seen as a promise which could not be kept. This breach o f 
promise resulted in the forced resignation o f Bevan (Lowe 1993).
From then on there followed a series o f reports investigating the running o f the health 
service. This continued up until the 1974 reorganisation. This reorganisation came 
about in response to the deficiencies highlighted in the various reports.
It appears that the main problems with the early health seiwice was to do with resources, 
their management and allocation and the bureaucratic tiers o f hierarchies involved in the 
use o f these resources. Many critics are forcefril in their portrayal o f the perceived 
failure o f the service even at its preliminary stage. But given the circumstances and 
problems which it inherited and a rapidly changing population soon after the war many 
of the subsequent shortcomings may not have been anticipated by the main architects. 
One of the shortcomings was the inability to keep the promise o f providing health 
centres nationwide. By I960 only ten had been constructed (Webster 1994). The 
pattern o f lack o f commitment to preventive sei*vices was set from the beginning.
The 1974 reorganisation o f the health service aimed to achieve a unification o f services 
to remedy the fr agmentation already in existence. At that time hospital and domiciliary 
care were separate as were therapeutic and preventive services. In addition to improved 
co-ordination and administration of these seiwices a thi'ee tier system was introduced :
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. . . .regional, area and district health authorities each with a specific role and function. An 
important aspect of the reorganisation was the introduction of Community Health 
Councils which constituted the very first attempt at representing the views o f patients 
(later to be called ‘consumers’). As we shall see (p i98) these councils had a limited 
impact on seiwice deliveiy.
■7
1. A lack o f management accountability,
2. No evidence o f intention to implement plans,
3. Little in the way o f performance and outcome evaluation




The problems in the health service did not end with the new structure. In fact there now 
emerged additional concerns relating to the new bureaucratic hierarchy. At the top of 
the hierarchical tree was the region and at the bottom was the patient. A struggle 
between the various layers began.
It could be argued that the history o f welfare and certainly health care has, over time 
reflected the political views o f the particular party in government at a given time. 
Rebuilding and dismantling have been, and still are, the basis o f continuous tension 
within the sei-vices. A pattern has emerged showing peaks and troughs interspersed 
with constant change which usually coincided with a change o f government.
With the new conservative govermnent o f 1979 came more changes. The 1979 White 
Paper Patients First recommended the removal o f the ‘area’ level from the health 
service structure. Efficiency saving and accountability were areas targeted to reduce 
spending and create a more efficient and better quality o f sem ce. Doctors were also 
targeted and medical audits and performance indicators were the tools employed to 
investigate the role and performance of various professionals (HMSO 1979). Sir Roy 
Griffiths was called in to investigate and report on the health service. As a result o f his 
report general managers were introduced at regional and district levels.




Griffiths recommended mainly management changes with more accountability and 
review processes.
The proposed changes met with opposition from professionals initially . One major 
concern was that the new general managers and unit managers were not knowledgeable 
about patient care and the day to day running o f such sei’vices.
In instigating the new management structure the conservative govermnent under Mrs 
Thatcher had sought advice from The United States. The degree to which conservative 
policy has influenced the system of health care is o f interest as it has proved to be the 
begimiing o f an American style service delivei’y with consumer choice and patient 
charters as the main selling points.
Let us now consider the impact o f Thatcherism on the health and welfare.
8.4 The Influence of Thatcherism.
■7.
The New Right was opposed to the idea o f the Welfare State (p i 42). By the time Mis 
Thatcher came to power the idea o f crisis had been popularised. The time was 
appropriate for the new government to take steps to dismantle what was considered the 
namiy state. A combination o f a desire to return to old Victorian values and a belief that 
the Welfare State had created a dependency society were behind the reforms which 
came about during the Thatcher years.
According to the New Right doctrine the Welfare State was ineffective as far as 
alleviation o f poverty was concerned (Gamble 1988). It created a bureaucratic system 
far removed from public opinion which was both wasteflil and unwieldly. Most 
crucially the Welfare State led to a lack o f liberty for the individual. This latter point is 
very much part o f the thinking o f Hayek who believed that any attempt to lay down a 
plan as to how resources are to be used for a specific cause amounts to a loss of liberty. 
The compulsory taxation system is equally inappropriate (Hayek 1944).
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The importance o f Thatcherism to the histoiy o f the Welfare State is that it brought into 
sharp focus the conservative desire for a move away from the ‘giving state’ to a more 
market-orientated system. The gradual introduction o f quasi- markets was seen in most 
public services, but the effect was most profound in the health service. Tire driving 
force behind the reforms was based on what came to be Icnown as consumerism (p226). 
This was based loosely on the American doctrine of consumer power and choice. It 
emphasised the idea o f the law and order state. The Welfare State was seen as an 
institution which, via bureaucratic structures, intruded into the lives o f citizens 
diminishing choice and negatively influencing economic growth (Glemierster & 
Midgley 1991).
Some o f the changes instigated by the Thatcher government were popular. The sale of 
council houses for example gave long-standing tenants the opportunity to be property 
owners (Glennerster 1995 ). Other changes were less welcome. The budgetary changes 
in the health and welfare services as well as the management structures introduced in 
the early nineteen eighties had still not solved the financial problems. According to Mrs 
Thatcher neither had the reorganised services achieved the efficiency and quality o f 
output which she had envisaged (Thatcher 1993). Again the health seiwice was targeted 
for change.
Various proposals were made in a White Paper ‘Working for Patients’ 1989. These 
proposals included what came to be known as the purchaser provider split. Based on an 
American idea a competitive element was introduced. District Health Authorities were 
to become purchasers of seiwices. Contracts would be issued to the hospitals which 
offered the best services even if  this meant buying the sei’vices from another district or 
from the private sector. Very few guidelmes were issued regarding the actual 
mechanism o f this system. Therefore a individual districts had to learn by mistakes 
(Ham et al 1994). The main intention o f this exercise, it seems was to make districts 
responsible for assessing the needs o f their own populations and based on their 
assessment choosing that most appropriate services within the limits o f a specific 
budget. This also involved setting priorities. The needs and views o f the public were
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also deemed important in prioritising services. Some of the experimental cases which 
followed were based on the Oregon Experiment (p202).
Another aspect o f this scheme was liaison between various organisations such as the 
Vohmtary Sector and Community Health Councils (Ch. 11). The issues associated with 
public participation and the various organisations are taken up in chapter 11. The 
influence o f the Thatcher years was also reflected in the area of community care with 
the passing o f the 1990 Community Care Act. In order for this to be seen in 
relationship to other aspects o f welfare it is relevant to trace the history o f community 
seiwices and care in the community.
8.5 Communitv and the Welfare State.
The question o f community and the Welfare State does not appear to reflect the same 
degree o f input and support from the State as other aspects such as the Health Service 
and social security systems.
Despite the notion o f the Welfare State as namiy state, care in the community does not 
appear to be included under this label. Titmuss referred to the nostalgia associated with 
a caring community and concluded that this kind o f commitment from the state 
involved substantial cost (Titmuss 1968). But cost does not appear to be the only 
obstacle to care in the community.
The lack o f commitment to care outside o f institutions is historical. Throughout the 
history o f welfare no firm agreement has ever been reached regarding who or which 
department should take responsibility for community care. Thus this aspect o f care has 
been passed from local authority to health authority and back again.
The concept o f care in the community has recently re-emerged for a variety o f reasons. 
With the restructuring o f health and welfare seiwices the community has come under 
scrutiny as a means o f providing care for groups such as the elderly and mentally and 
physically handicapped. This trend is likely to continue. One reason for this is the
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growing number o f people over sixty which in 1991 was 11.6 million, that is 8 percent 
more than in 1981. This rise was mainly due to an increase in the number aged 95 and 
over; and particularly those aged 85 and over, hi the latter category there were 50 per 
cent more in 1991 than in 1981 (OPCS 1991).
The history o f community care policies in Britain is one o f slow and reluctant progress. 
Tlie romanticised idea o f coimnunity as a place where people are cared for on discharge 
from institutional care is misplaced. In this sense ‘community’ and ‘care’ do not go 
together. The idea o f taking people out o f institutions and into the community first 
came into being in 1957 when the Royal Commission stated the desirability of 
community as opposed to hospital care for mentally ill and mentally retarded. Since that 
time governments have continued to promote this ideal (Lewis 1994).
While the idea o f community care has connotations o f a caring society the reality has 
not reflected this view. Part o f the appeal o f community care has been the pluralistic 
approach which it seems to embody. This is because it involves not just the State but 
the family, the voluntaiy sector and self-help groups as well as groups o f professionals 
for each aspect o f care. This was very much the line promoted by conservative 
governments since 1979. On the receiving end o f community care are the most 
vulnerable groups in society: the elderly, the mentally and physically disabled. One 
reason why the whole issue was highlighted during the early Thatcher years was that the 
family and voluntaiy services were seen to be of paramount importance. The idea of 
people being cared for by relatives and neighbours was appealing to a government 
whose thinking was based on Victorian values. An analysis o f the changes is 
appropriate in the light o f these policies.
By 1985 little progress had been made and what services there were received 
criticism from the Audit Commissions report Making a Reality o f  Community Care 
(HMSO 1986). With the re-organisation o f the health service in 1974 responsibility for 
community care moved from local authority to health authority. From that time 
attempts were made to cut costs in hospitals and it was envisaged that the community 
could meet the cost instead. The predicted increase in the elderly population was also a 
factor. A White Paper entitled Growing Older in 1981 had emphasised the desirability
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of care ^  the community (HMSO 1981). Meanwhile moves were undeiway to tiy and 
encourage as many people as possible to go into private or voluntary care with the help 
o f social security grants. The Report o f the Commission led to the Giiffiths enquiry in 
1988 (Griffiths 1988). The first proposal o f the Griffiths Report was to make local 
authorities once again responsible for community care. In keeping with his policy of 
mtroducing managers into services (p i48). Griffiths recommended care managers to 
identify and assess need. These managers would be accountable to a minister for 
community. Local authorities were to become the organisers and not the providers of 
care.
In 1989 there followed a White Paper outlining the governments proposals for improved 
community services. Some o f the Griffiths proposals were dropped. There were six 
proposals in the White Paper the most important o f which were 1. Making carers a high 
priority and 2.making need-assessment crucial to a high standard o f care. In these two 
proposals alone there are problems (Lewis 1994). Making the carers a priority sei'ved 
to acloiowledge the problem o f caring for female relatives. However the degree to 
which this problem has been addressed is unclear. What is clear is that when care is 
provided mainly by a friend or relative entitlement to social services is often removed or 
reduced.
The problem with the second proposal i.e assessment is one which I have already 
addressed (p i05). That is the objective decision by professions in this case social 
workers as to who needs which sem ce. From the consumerist aspect promoted by 
Griffiths of giving consumers a voice and a choice, the reality is different. In fact the 
consumer has limited choice as the final say is had by the local authority as to which 
service should be provided. In addition one person’s needs may well be pitched against 
another’s when scarce resources are at stake. Such small choice as may be offered is 
then in tension with the rationing process (Lewis 1994).
Changes in community care seiwices have been difficult to implement. Two terms, new 
in this particular context have arisen These are ‘enabling’ and ‘empowering’.
According to the 1990 Act local authorities were to become ‘enablers’ rather than 
providers of services. This has caused a degree of discomfort among professionals who
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ordinarily see themselves as ‘doers’ (p i69). Confusion follows when roles are suddenly 
changed and this is sometimes manifested in poor quality of seiwice. The various 
projects undertaken to show how the new system works on a daily basis are still in 
progress.
As far as empowerment is concerned, this is the language o f consumerism (Ch 2.6,
Ch. 11, p223). The term often erroneously indicates that users have a degree o f control 
over the service provision. It also implies choice which as I have already mdicated is 
not actually the case in this instance. In 1993, two years after the Act, it would seem 
that fewer people were receiving a better service and that only high dependency needs 
were being considered. The Community Care Act is still in its implementaiy stage.
In spite o f the uncertainty o f the new plans there have been various recent initiatives 
throughout the country on an experimental basis. These mainly involve the concept of 
case management aimed at supporting the most vulnerable groups in the community. 
Some o f these projects are; the Kent and Gateshead Schemes, the Darlington Project, 
the Epic Project and the Gloucester Project (Challis 1996). Each o f these projects was 
based on recognition o f the need for co-ordination of services so that the individual 
needs o f clients are met. Other projects undertaken (some o f which are still in progress) 
relate to services for the mentally ill (Simic 1996) and various housing projects using 
care assistance (Petch 1996).
Overall the implementation o f the 1990 Community Care Act appears to have been 
taken on board more seriously by individual health authorities and local authorities than 
by the government. The concept o f integration o f services begun in the 1974 re­
organisation has re-emerged as an issue o f importance and the above projects bear this 
out. The idea that hospital care and community care should run in tandem as outlined in 
the Griffith’s Report is an ideal yet to be aspired to. Whether general practitioner 
sei’vices or individual hospital trusts will take over responsibility for the mnning o f 
community care sei’vices in the future remains to seen.
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8.6 Tensions in the Svstem.
Many o f the tensions in the British systems of welfare and health are similar to those 
found in the American system. Since Britain is seen increasingly to emulate the 
American system this is not surprising. However, if  we consider the basic intention of 
the Welfare State in Britain, as discussed in the context o f the Beveridge Report, then a 
tension is immediately visible. This is between that original intention and the current 
situation. For the first thi'ee decades o f the Welfare State there was apparent 
equilibrium. This, as we have seen, was gradually eroded to uncover flaws the 
discovery o f which eventually led to the current changes. As in the United States the 
concept o f health and welfare provide major platforms for political debate. The changes 
instigated largely reflect the policies and views o f the govermnent in power. Health and 
welfare challenged political leadership at each election. A tension can be seen here 
between Beveridge’s intention to ensure a welfare state for all and the reality o f a 
Welfare State which encountered financial problems soon after its aii'ival. Beveridge 
could not have predicted the vast changes in society which would come about in the 
post war era. The tension is ongoing between those who argue for maintenance o f the 
original plan, and those who seek reform it via the Market. This tension dates back to 
Beveridge’s own vision o f welfare before he reluctantly agreed to more state 
intei-vention. He was previously a strong advocate o f the market believing that it 
brought out the best in people when they were innovative and enterprising. However as 
we shall see (Ch. 11 ) the presence o f this tension can be a tool for a more integr ated 
system in which no one element is dominant and the idea o f the monolithic state proves 
unrealistic.
A further tension is seen between the idea o f community care and the apparent 
reluctance of governments to fund this aspect o f the Welfare State in a satisfactory 
mamrer. This tension is manifested in a struggle to provide care in the community for 
the elderly and other vulnerable groups. The idealistic view o f the family as primary 
carers for old and disabled relatives is no longer a reality for many people living alone. 




1. The British Welfare State has served as a model to be aspired to by many countries 
since its inception. Contrary to popular belief the Welfare State did not emerge as a 
ready-made solution to the problems of the day in 1945. It was in fact a gradual 
transition which began at least a century earlier.
2 . Beveridge was responsible for the design o f the social security system which was 
intended to be a safety net, a temporary form o f help for periods during which work was 
not possible for a variety o f reasons. Bevan is credited with the foundation o f the 
National Health Sem ce which promised health care for all, free at the point o f deliveiy 
and fiinded from central taxation.
3. The period up to 1975 has been described as the golden years o f the Welfare State. 
The decline which followed this period was accompanied by a parallel decline in the 
economy generally. The governments in power from then until now have sought to 
improve rebuild or dismantle the Welfare State . The political left remained commited 
to welfare in the face o f criticism from the right who saw the idea o f a free welfare 
service as wasteful and inefficient. The main target of criticism was the National Health 
Service. The welfare aspect was regarded as encouraging idleness and creating an 
underclass and dependency culture.
4. Beveridge identified five social giants, the eradication o f which would hopeftilly 
cure the evils o f the time. These were: want, idleness, squalor, disease and ignorance. 
The subsequent failure to fullfil the promise o f eradication o f all the giants has become 
the means by which the Welfare State is judged by its critics, hi the case o f welfare, 
idleness and want are the giants used to demonstrate the failure to secure employment 
for all and to deal with the problem of poverty. The problem of disease eradication has 
been more successftil although this camiot be entirely attributed to the Welfare State as 
the history o f early public health shows. The National Health S em ce has done much to 
improve the general standard of health. It has also provided employment for vast 
numbers o f professionals.
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5. Recent reforms o f the health service have introduced the concept o f the market 
ideology into the service, immediately creating tension between free seiwices as 
originally intended and the competitive force o f the market. The idea o f health as a 
commodity is incompatible with the history o f British welfare. Although the markets 
only hold a quasi status there is evidence to suggest that a more Americanised system is 
envisaged for the future.
•■'7
,
6 . There has been a historical division between health in the community and care in 
institutions. Tension is visible between a high input o f services in hospital and other 
institutions and the relatively few back-up services at coimnunity level. There is frirther 
tension between the States’ perceived obligation to remedy this situation and at the 
same time its reluctance to support the primary carers which in many cases is the 
family.
7. The main tension which can be identified following this analysis is that between 
intention and reality; between the desire of some politicians and govermnent agencies to 
maintain the basic structme o f the Welfare State, and the desire o f others to 
commercialise it in line with the new consumerism. Clearly Beveridge’s vision is no 
longer viable given the changes in society since his time. The idea o f a system in which 
all political stances are recognised is not impossible. There would however be ongoing 
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Chapter 9 : A Critique of the Systems by Ivan lllich.
9.1 Introduction.
This chapter uses the work o f Ivan lllich as a critique o f the systems discussed in 
chapters seven and eight. It will emerge that many o f lllich’s criticisms are particularly 
relevant to the American system. However since the British welfare state is moving 
towards an Americanised model, the same criticisms therefore apply.
The focus o f lllich’s argument relevant to this discussion is health care in particular. 
However he has been equally vociferous with regard to education and employment 
(lllich 1974, lllich 1978). It must be said at this point that lllich has him self been the 
focus o f much criticism mainly for his apparent failure to acknowledge the many 
positive aspects o f modern science. There are those who think that his criticisms are 
outdated and even nostalgic. However he has presented a powerful challenge to 
governments and professionals which questions the progress which we all take for 
granted. He vividly displays the ongoing tension between modernity and tradition and is 
persuasive in his view that ‘new ’ does not always equal ‘good.’ He does not merely 
criticise economic systems such as capitalism. It is the effects o f industrialisation which 
lllich sees as dangerous. This statement covers a wide range of topics, fr om technology 
to the professionals who work in the systems. At every level there is expertise. He 
points to a society o f experts and clients rather than citizens.
lllich’s views first became popular at a time in the nineteen seventies when there was a 
new consciousness about health. (It was also a time o f flourishing o f the welfare 
services, in Britain particularly). In the United States media attention was beginning to 
focus on the effects of lifestyle on health and questions were being asked as to the 
effectiveness o f medical treatment (Starr 1982). Environmental issues were also 
topical. The effects on populations o f unemployment were also being considered.
Medical nihilism, o f which lllich was a proponent, was being discussed. The attack on 
the medical profession had actually begun a decade previously when criticism o f the care
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of the mentally ill was the focus o f media attention. Writers such as Szasz and Goffinan 
were particularly interested in the idea o f labelling people as mentally ill and the 
resulting stigma borne by the sufferer (Szasz 1961, Goffman 1963). The film One 
Flew Over the Cuckoo’s Nest highlighted many o f their views. The idea o f regarding as 
deviant people who would not or could not conform was now seen as a form of social 
oppression and control. From psychiatry this attitude spread to general medicine (Starr 
1982).
This was the beginning o f the critical era and the challenge to medical supremacy. It 
coincided with a strongly interventionist British welfare state (p i43) and the Great 
Society projects in America when welfare almost became a right (p 117). In the light of 7
the discussions o f two systems o f health and welfare let us now consider how lllich ;
7views these systems.
' J
9.2 lllich: The Central Argument.
lllich’s argument against modernity was by no means confined to health care systems. 
However, since this thesis is mainly concerned with welfare and health it is necessary to 
draw some form o f boundary around specific criticisms presented by lllich. Within this 
context lllich sees industrialisation as the root cause o f the problems o f modem life. 
Capitalist societies have become industrial, post-industrial and mixed economy 
societies. Capitalism according to this view is incidental. The main problem is the 
dominance o f industiy over society (lllich 1981), Productivity, efficiency and progress 
are the key words in this system. Within this system there are layers o f organisation, all 
o f which according to lllich are detrimental to society. These include the bureaucrats, 
technocrats, managers and professionals.
Managers, technocrats and professionals can be criticised independently but the 
bureaucracy is seen as instrumental in the harm inflicted by the latter. Far from seeing 
the bureaucratic structure o f organisations as necessaiy for the smooth running o f 
systems on an everyday basis, lllich sees the collective control held by such groups as 
responsible for the flaws o f modem life. lllich’s contention is that at the bottom o f the
162
layers o f the bureaucracy sits the individual. But he is not seen as an individual for he is 
a client, a consumer or a person who ‘needs’ some form o f service from the system 
(lllich et al 1992).
lllich was critical o f bureaucracies and did not agree with W eber’s theory that the 
bureaucratic system was important in all organisations in order that some form o f 
accountability could be measured. The bureaucracy according to Weber was the most 
technically superior structure (Weber 1946). lllich on the other hand seems to follow the 
Marxist view that these are secret organisations in which power can be held at the top o f 
the structure. He does not express the more common shortcomings o f the bureaucracy 
which are inefficiency and waste. Examples of both are evident in the British National 
Health Service.
When we apply these basic statements to the concepts o f welfare and health we find 
that, according to lllich, health services, the bureaucracies which control them and the 
professionals who provide the services are actually doing more harm than good (lllich 
1981). latrogenesis is the name lllich gives to the harm done by providers o f services. 
He describes three types of latrogenesis : 1. Clinical latrogenesis, 2. Structural 
latrogenesis and 3. Social latrogenesis.
Clinical latrogenesis, according to lllich occurs when sicloiess and pain result from 
medical care. Structural or cultural latrogenesis results from medically-sponsored 
behaviour which restricts individual autonomy by undermining competence and ability. 
Social latrogenesis is the dependence which individuals develop on medical seivices 
instead o f resolving problems by themselves or in the confines o f the family or friend 
relationship. All three o f these types o f iatrogeneses are applicable to welfare and health 
systems. We could condense lllich’s labelling further to say that the problems specific 
to health and welfare which produce tensions are; the system, the professionals and the 
consumers or users o f sem ces.
lllich did not speak o f tensions in the systems, but o f flaws - flaws which are peipetuated 
and endorsed by professionals, hi a passionate and radical way lllich set out to show 
that ordinary life had become over-professionalised and he rightly predicted that this
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would escalate as people began to believe that there was an expert for every ill. To 
reject the help o f experts has become unacceptable and such rejection clearly points to a 
flawed personality (lllich et al 1992). Let us consider the concept of iatrogenesis more 
closely under a general heading which I shall call ‘The price o f progress’.
9.3 The Price o f Progress.
lllich describes two watersheds in the history o f modern medicine. The first occurred 
around the year 1913. Up to that point the shamans and herbalists had equal and often 
better results than doctors. Since then medicine has taken over.
1
The Westernised public learned to demand effective medical practice as defined by the 
progress o f  medical science. ’ This progress was due to a new perspective o f  the origins 
o f  some ancient scourges, water could be purified and infant mortality lowered, rat 
control could disarm the plague, treponemas could be made visible under the
microscope;................Paradoxically the simpler the tools became the more the medical
profession insisted on a monopoly o f  their application, the longer became the training 
demanded before a medicine man was initiated into the legitimate use o f  the simplest 
tool, and the more the entire population fe lt  dependent on the doctor (lllich 1990).
f
1-
By the mid nineteen fifties medicine had reached its second watershed and had, I
according to lllich, created new forms o f disease (lllich 1990). From then onwards we 7;
have the evolution o f  the expert, the disabling professionals and the concept of 
iatrogenesis. There are many uncertainties implicit in the arguments produced by lllich 
in his portrayal o f the harm done by progress in the most general sense. One immediate 
observation is the lack o f acknowledgement o f any positive effects of modem 
accomplishments, scientifically or otheiwise. Areas which concerned other historians 
and philosophers appear to be overlooked by lllich. I refer to economic systems in the 
post-industrial era. lllich blames industrialisation and yet ignores particular types of 
economy such as capitalism. In other words he is as scathing in his criticism of 
underdeveloped countries as he is of advanced capitalist countries. This is remarkable
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since many o f his cogent arguments against modernity lose some credibility when the 
actual governmental structure o f countries is left undiscussed either positively or 
negatively. By this I mean that in taking particular aspects o f progress or 
industrialisation and criticising them, lllich does not appear to discuss these in the 
context of particular cultui es. He does not appear to acknowledge that there are degrees 
o f capitalism and that not all westernised countries have the degree o f affluence o f the 
United States. This deficit will become clearer in the Marxist critique o f the systems 
which on the whole is much more specific in terms o f ‘systems’ and much less critical of 
individuals within those systems. Nevertheless, lllich has produced an indepth analysis 
o f health care and the role of laypersons and professionals within them. He is critical of 
both. His analysis o f cultural and social iatrogenesis highlight lucidly the shortcomings 
as well as the tensions in health and welfare systems.
9.3.1 Cultural latrogenesis.
According to lllich this is the notion o f the removal o f suffering and pain and the 
postponement of death by medical intervention and high technology. lllich’s exploration 
o f death thiough the ages shows how in early history death was something private to the 
individual. It usually occurred natmally and various sacred rituals marked the end o f 
life. With the advent o f medical inteiwention death has become a commodity and the 
medical postponement o f death a cause for celebration (lllich 1981). This point is 
particularly relevant to modern health care systems in view o f the longer lifespan and the 
growing number o f people over eighty- five years (pi 52). The quality o f life for many 
people may not be what they had hoped for. Given the previous discussion on care in 
the community (Ch.8 .5) in Britain the final stage of life may well mean loneliness and 
institutionalisation. In the United States the situation is even more precarious since only 
the rich can afford a reasonable standard o f care for themselves or their relatives (p i 19). 
Apart ft'om the element o f cost there also appears to be a regional variation as to whether 
elderly people die at home or in hospital. The Dartmouth Study found that dying 
patients often do not get what they want in terms o f where they die. The study found 
that four out o f five Americans say they would prefer to die at home. Another study 
carried out at the George Washington University recently showed that many patients
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endure long painful deaths in which living wills and requests for ‘no resuscitation ‘ are 
ignored (Editorial Washington Post 1997). These findings support lllich’s view on the 
desirability o f dying at home. By opting to die at home lllich argues people would avoid 
the exile, loneliness and indignity which awaits them ‘in all but the most exceptional 
hospitals’ (lllich 1981). This view assumes traditional family networks and 
communities. Unfortimately it does not apply to many elderly people who may have no 
choice but to be institutionalised. In large cities such as New York more elderly people 
live alone, without the support o f families and the community support typical o f the 
smaller town (Cassel 1997). The likelihood is that this trend will continue in both 
America and in Britain.
9.3.2 Clinical latrogenesis.
Clinical latrogenesis is, according to lllich, the result o f inappropriate medical 
intervention. It has become part o f the engineering approach o f doctors who treat 
individuals as machines. In addition lllich says there is medical arrogance, 
incompetence and misunderstanding of what health is about. There is also the 
accusation o f harm caused by this intervention, for example inappropriate surgery (lllich 
1981). Here lllich uses the example o f tonsillectomy which in many cases is 
imnecessaiy. In fact he is justified in this criticism and the number o f tonsillectomies 
has decreased in recent years. Interestingly lllich confined his views on unnecessary 
intervention in surgery to these particular operations and yet did not pursue the issue of 
caesarian section births although at the time this was one o f the most overused services. 
This may be because the question o f intervention in the birth process was only 
recognised as a flaw at a later date by women's’ groups and feminist organisations.
Clinical iatrogenesis was certainly the aspect o f criticism which offended the medical 
profession most. At a time when saving lives via the various new technologies was 
widely regarded as heroic, such criticism was not welcome. In Britain and America the 
mid -nineteen seventies was the golden age o f welfare and interventionist medical care. 
As we have seen in Part One (p58) there was a growing need for professionals o f every
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kind in health services. This need was perpetuated by professionals and with each new 
disease category came seivices manned by professionals.
In American society it is not just the medical professions which intervene in people’s 
lives but also the manager and the therapist (p36). This is a growing area o f the 
American culture and part of the world o f bureaucratic consumer capitalism (Bellah et al 
1996). In the British systems o f welfare and health we saw the entrance into services of 
general and unit managers as a result o f the Griffiths Report (p l48) (Griffiths 1983). 
lllich was accurate in his description o f the manager as being concerned with budgets, 
personnel, organisational structure and technology. In fact Giiffiths had previously 
been a director o f Sainsbuiy’s Supermarkets (Harrison 1988).
These categories are part o f what lllich labels ‘the age o f the expert' which will be 
considered presently.
9.3.3 Social Iatrogenesis.
The dependency which the public has developed towards professionals and the state is 
what lllich means by social iatrogenesis. It is o f interest to note that this aspect o f the 
argument differs fundamentally depending on the system under review. The British 
system o f health and welfare, for example with its so-called ‘nanny state mentality ’ (at 
least until recently), can be seen to have created such dependence. The charge o f 
dependency on welfare is well established. In America on the other hand the reluctance 
o f the state to provide welfare beyond the bare minimum and the stigma which remains 
part o f the welfare culture means that the charge o f dependency is less applicable.
In terms o f welfare generally, and health care particularly, it is the professional that lllich 
singles out as the source o f most harm to the consumer (lllich et al 1992). Apart from 
the process o f industrialisation and the bureaucratic structure o f modern organisations it 
is the professional who peipetuates the need for services by convincing the public that 
they are needy. The welfare professionals which includes social workers, teachers and 
doctors are part of the system which strips people o f the competence to make their own
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decisions. The citizen is turned into a client to be saved by experts. This view was 
raised in Part One, Chapter 4 (p58) where I suggested that in relationship to 
professionals in welfare services there is indeed a case for supporting lllich’s idea ‘a 
society o f experts’. This is based on the proliferation o f professionals and experts since 
the beginning o f the Welfare State. It is also based on the diversity o f experts (often 
self-proclaimed) within these services. lllich takes the notion o f the professional as 
expert to an extreme level, labelling them en masse as ‘disabling’. To the extent that 
professionals can promote the view that their knowledge is superior to that o f the client 
then there is justification to the claim by lllich that professionals are disabling,
Tliree disabling effects of professionals, in lllich’s view, derive fiom the professional 
assumption o f need. These are: 1. The translation o f a need into a deficiency. 2. This 
perceived deficiency is often placed in the client as opposed to his particular 
circumstances, 3. Needs are compartmentalised, that is there is different professional 
input for every aspect o f life (lllich et al 1992).
The power which the professional holds over the client has already been noted (p74). I 
have referred to this undoubted power as control over clients, hi lllich’s view there is an 
assumption on the part o f the professional that the client will not understand much of 
what is being done or said. This has certainly been the case with regard to welfare 
claims when many citizens failed to make legitimate claims because o f the 
incomprehensible coded language on benefit forms. On the whole lllich’s argument 
focuses on the concept o f the client as needing professional services, and thi ough 
conditioning being unable to recognise when he does not need any such seivice. ‘A 
needless citizen would be highly suspicious; to be ignorant o f one’s own needs has 
become the unforgivable social act’ (lllich et al 1992).
Two tensions are discernable from the last argument. The first has already been 
discussed (p69) which is the tension between controlling and caring on the part o f the 
professional and the extent to which his role in the system is at odds with his own 
beliefs. The second tension emerges as relatively new. It concerns the role o f the 
professional under the consumerist vision o f care as opposed to the professionally 
dominated services. Within the context o f consumerism the professional cannot be the
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‘disabier’ which lllich describes, for the new ideology expects him to be an ‘enabler’. 
There is a resulting tension between that which was part o f the expectation of 
professionals and that which the new rights-based, choice orientated, informed clientele 
now demands. The ‘enabling ‘ expectation is frequently cited in terms o f health 
promotion and education and has become a buzz word together with the concept o f 
empowerment (p223). This enabling role forces the professional to ‘do’ less, to stand 
back and provide a service based on knowledge and facts while allowing the patient/ 
client to make his own choices. This lack o f ‘doing’ can be perceived by some 
professionals with unease, as removing their autonomy. It may also be seen as redressing 
the balance o f power from the professional to the client/consumer. The presence o f a 
tension here can be positively regarded if  it (a) prompts the professional towards a 
higher standard o f service delivery, (b) encourages the public to be in charge o f their 
own welfare and (c) if  it equalises the rift between professional and client.
9.4 Self-Care in the Age of the Expert.
The experts and the ethos o f a society o f experts has branched out beyond the boundaries 
o f the professions. Health and welfare systems have created a need for counsellors and 
other advisors in keeping with new labels o f disease both physical and mental. In all 
areas o f life there are experts-
The new specialists who are usually the servicers o f  the human needs that their 
specialty has defined, tend to wear the mask o f  and to provide some form  o f  care
 They are more deeply entrenched than a Byzantine bureaucracy, more
international than a world church, more stable than every labour union, endorsed with 
wider competencies than any shaman, and equipped with a tighter hold over those they 
claim than any mafia ' (lllich et al 1992).
In spite o f his view o f the expert lllich does not favour what he calls ‘the illusion of 
radical chic’- the self-helpers (lllich et al 1992). lllich, surprisingly does not see the idea 
o f self-help as positive because, he argues it is an attempt to professionalise the public. 
As the discussion in Chapter 11 will show (p207) this fear may be unfounded since the
169
whole ethos o f self-help is based on the desire of ordinary people, in particular 
circumstances not to engage the help o f professionals. Clearly lllich has something else 
in mind. He has certainly criticised the idea o f various health-related companies for- 
promoting a do it yourself philosophy when this amounts to selling literature and home- 
diagnosis kits and over the counter medications. His objection seems to be focused on 
the production/consumption aspect o f selling such information. To the extent that much 
o f the self-help literature is produced by self-professed experts often with some 
backgroimd knowledge then the criticism is justified. There is indeed a ground for 
concern regarding the information published in some o f the ‘natural’ and ‘alternative 
therapies’. Over-use by the public o f some vitamins is just one example. Self-treatment 
with homeopathy is another potentially dangerous exercise.
What lllich advocates is not self-help in the sense in which we regard it but self-care. 
This has as much to do with lay perceptions o f health as to actual treatment. The 
imderlying concept is that since medical professionals do more harm than good then the 
public ought to less willing to entrust themselves to professionals. Self-care based on 
the individual’s knowledge o f his own health in the context o f the community is the 
vision held by lllich. Here lllich highlights an increasing tension between orthodox 
medicine and alternative and complementary therapies. At one time the ‘pulT or ‘force’ 
o f this tension was grounded in the medical side, now the opposite side is converging 
with a resulting conflict between professionals. It has been suggested that this change 
has come about due to the public’s dissatisfaction with conventional medicine 
(Weatherall 1995). Such tension can be interpreted as public interest in health and a 
move away from the interventionist style o f treatment found in health seivices. Part o f 
the self- care philosophy advocated by lllich involves the need for suffering pain 
occasionally. Pain is part o f life. It helps us recognise when something is wiong with 
the body. Historically people have dealt with various kinds o f pain by self-medication, 
massage and acupuncture. Pain, according to lllich, has become a political issue and, a 
tlii'iving industry for the manufacturers o f pain killers. Treatment of pain is part o f the 
médicalisation o f life directly resulting firom modernisation and industrialisation (lllich 
1981).
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Recently lllich appears to have altered his views on the ‘médicalisation’ o f life. He 
states that if  he were rewriting Medical Nemesis he would now change the term to 
‘systématisation’. It is the total system and the language o f systems rather than the 
medical profession alone which is responsible for the fact that ‘a person is now a life 
that emerges from a gene pool into ecology’. Death is now regarded as the iiTetrievable 
breakdown. Systems are used in many contexts. We now speak o f human immune 
systems, management system and ‘the state of one’s system referring to health. 
Médicalisation has progressed and people are now managed by experts before they are 
born. (lllich 1995).
In choosing ’systématisation’ rather than ’médicalisation’, lllich appears to concede that 
medicine is only one system involved in the circle of life. In view o f is theory of 
industrialisation as a regrettable state then seeing progress in terms o f systems is more 
accurate and no doubt more palatable to many o f his critics.
9.5 Predictions for the Future.
Interestingly, many of the predictions and the prescriptions recommended by lllich are 
being realised in both o f the systems o f health and welfare reviewed. One o f these was 
the suggestion by lllich that consumers should force doctors to "improve their wares ’ 
(lllich 1981). Consumer satisfaction has been part o f the American system for several 
decades. In Britain the introduction o f quasi-markets into the health service is relatively 
recent. There is a move towards consumer participation (p204) and recognition of 
consumer views on the quality o f care and services delivered. However the extent to 
which this has happened and with what effect has yet to be seen (Popay and Williams 
1994). Various areas have been targeted for research of this kind (p205).
The suggestion by lllich that more attention ought to be paid to environmental issues is 
now receiving attention. O f the suiveys so far carried out it seems that there is a wide 
gap between lay perceptions and those o f professionals on these issues. The issues of 
public concern are related to poor housing, unsafe roads and pollution (Popay and 
Williams 1994). So far governments have been slow to act on these matters.
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9 .6 C onclusions.
1. A Critique o f the American and British Health and Welfare Systems by Ivan lllich 
lias provided an insight into tensions in the systems by highlighting the effects o f 
progress on the modern perception o f health and the mode o f delivery o f these services.
2. Though widely criticised for his views on the médicalisation of ordinary life lllich 
challenged professionals and institutions to question their own beliefs at a time when the 
whole ethos o f medical intervention and technology was being celebrated.
3. The idea o f a society o f experts as lllich has shown has become a reality. There is 
now an expert for eveiy ill and a dependency by the public on these experts. That many 
o f these experts are self-proclaimed shows, in lllich’s view, that as long as consumers 
are made to feel needy then more experts will emerge. This notion o f expertise infiltrates 
all aspects o f life fiom health to education.
4. lllich predicted a change which is gradually being realised. There is now a move 
away from the traditional, conventional medical care as the only option and a move 
towards a more holistic approach which involves self-care and self reliance. This 
change is part o f the consumerist ideology where the users o f seivices have choice and 
the confidence to exercise that choice.
5. The ‘disabling’ professionals described by lllich must now become ‘enablers’ which 
involves ‘being’ rather than ‘doing’. This new role which is also part o f the consumerist 
ideology is a prerequisite for effective health promotion and education. Here the 
professional role assumes updated knowledge and the ability to ‘empower’ people to 
take charge of their own health and welfare. A tension is visible in this role which is 
mainly positive since it leads to a more even distribution o f power.
6. A further tension emerging from the critique by lllich is that between the idea of 
self-care and orthodox medicine.
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7. The overriding tension illuminated by lllich involves all systems in industrial 
society. In a recent work lllich has substituted the label ‘médicalisation’ for 
‘systématisation’, recognising that no one system is responsible for the problems of 
modern life. Although he did not refer directly to ‘tensions’ lllich was clearly aware of 
many imbalances. His work ‘Tools o f Conviviality ‘ seeks to find a balance for the 
defects of progress. Finding a balance between the tensions within health and welfare 
systems whereby a degree o f equilibrium is achieved may be more realistic than radical 
change. The presence of tensions maintains a focus o f attention on what lllich sees as 
flaws originating from industrialisation.
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Chapter 10 A Marxist Critique of the Systems.
10.1 Introduction.
The idea o f a Marxist critique o f the systems aims to reveal and to higlilight tensions 
within the systems of health and welfare. As we have seen in chapter nine the work of 
lllich served to demonstate tensions which may be seen as particularly relevant to the 
American system although many o f the points made are equally relevant to Britain. The 
Marxist view is also relevant to both systems though some would say to the British 
system in particular.
Whereas lllich is critical o f the overall system and process of industrialisation, Mai-x 
singles out the capitalist system as one area to be criticised. The various flaws identified 
by Marx as the problems of capitalism can actually be regarded as tensions identifiable 
in the daily functioning o f health and welfare systems. While it is true that Mai-x and his 
followers saw ‘conflicts’ and ‘contradictions’ in welfare systems I shall show that at 
least some o f these conflicts are no more than tensions which, as I have suggested are 
not necessarily negative. For example, what Mai-xists see as conflict between workers 
and the owners of the means of production, may in fact be viewed as tensions which are 
necessary for the instigation of change. An example of this is seen in workers strikes to 
improve conditions or wages or safety aspects. Without this continuous tension positive 
change might not evolve and conditions would not improve.
In using the work of Marx to illustrate tensions in the systems it is appropriate to firstly 
to identify particular arguments by Marx and apply these to the health and welfare 
systems. If, for example, we take ‘class’ as a central problematic area in Mai-xism we 
can then see tensions relating to that particular aspect as being manifested in an 
inequality o f health seivice allocation between classes (Black et al 1992). In Marxism 
the notion o f class as we shall see, is not straightfoward and must be viewed as part of 
the perceived suppressive action of capitalism, that is to say the supremecy o f a ruling 
class over a working class.
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Some tensions have already been identified in the three models o f citizenship. The 
problems o f capitalism for instance are readily identifiable with a Consumerist Model of 
Citizenship. The area o f Marxism which has particular relevance to health and welfare 
systems is his criticism o f the economic system o f capitalism. Clearly this is but one 
aspect o f Marxism, but the perceived shortcomings of it will uncover other strands 
which in turn can be identified as tensions. This identification o f tensions will involve 
consideration o f  what some commentators call contradictions in the Marxist view. Let 
us begin by considering the Welfare State fiom a Marxist perspective as a basis for 
drawing out the various tension-producing strands. Two of these strands will be 
discussed presently. They are: exploitation and alienation. Each o f these can be seen to 
spring directly or indirectly from either class conflict or capitalism in general where 
class is one fraction o f the total equation.
10.2 The Welfare State - A Marxist Perspective.
1. In general the welfare state is positively regarded to the extent that it is seen to have 
improved the lives o f the working classes.
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A Marxist view o f the welfare state is underpinned by the relationship o f the citizen to 
the state. It must be emphasised that Neo-marxist views may not reflect true marxism 
and that even between Neo-Marxists there are often conflicting opinions. However 
some general comments can be made based on the literature on the subject, which tend 
to demonstrate a Mai-xist view o f the welfare state.
2. It has, however failed to deliver the degree o f reform initially promised (Strachey 
1957, Barratt Brown 1971).
3. The welfare state is criticised for creating a passive recipience o f services with little 
in the way o f participation on behalf o f the users o f services (Pierson 1991).
4. Specific seivices and benefits such as social security are seen as superficial attempts 
at public compliance with little effort being made to solve the real social problems 
(Barratt Brown 1971).
5. By keeping cash benefits at a bare minimum the status quo is maintained and 
working class revolt against the system is avoided. (Ginsburg 1979, Gough 1979).
6 . The bureaucratic structures o f the welfare state are negatively regarded as pandering 
to the interests and needs o f the middle classes and may even be a means o f controlling 
the poor (Piven and Cloward 1971).
7. Individual employees within the seivices i.e the professionals are seen as part o f a 
system whose interests they are forced to serve and this may be in conflict with 
particular individual interests (Navarro 1976).
8. The various services provided via the National Health Service, while ultimately 
improving health and therefore quality o f life, are in fact mainly aimed at maintaining a 
stable, healthy workforce whose labour serves the interests o f the capitalist system 
(Gough 1979, Hugman 1991).
9. Finally the Welfare State is often seen as the caring face o f capitalism. While the 
positive effects o f this are incidental there camiot be harmony between capitalism and 
genuine social welfare (Doyal and Pemiel 1979).
10.2 Marx on Welfare. Rights and Need.
Marx would clearly be suspicious o f the modern Wefare State. The Neo-Marxists also 
hold the view that the Welfare State serves the interests o f the capitalist system. In spite 
of his strong feelings regarding employment conditions Mai-x was sceptical about the 
idea of rights - human rights in particular. He takes issue with the concept o f a difference 
between the ‘Rights o f M an’ as listed in the Declaration o f Human Rights, and the rights 
of a citizen. "Who is this man who is distinct from  the citizen?^ The isolation o f the
178
term citizen means that there is a lesser and a higher being and that man in his capacity 
as citizen is less important than the man on which the Rights o f man is based (Marx 
1843). It might be concluded from this that riglits to welfare in the Marxist doctrine 
were regared as ambiguous and this appears to be borne out by the relative lack of 
commentary on this particular issue even by the Neo- Marxists. The latter seem to be of 
the opinion that services such as social services, health services and education are in 
tension with the more coercive aspects of the state. This has led some writers to speak 
o f contradictions which have ultimately led to crises in the the Welfare State (Offe 
1984).
Marx takes each of the rights listed in the Declaration o f Human Rights and appears to 
conclude that what is written in the various constitutions and declarations differs from 
the practical application o f these rights. The whole idea o f rights seemed to him to be a 
condition for the accumulation o f wealth by those who flourished most during 
industrialisation. Membership o f a community should not depend on rights but should 
be a condition of those elements of life actually enjoyed by the citizens (Marx 1843). 
Mai-x’s view on structme o f labour and its alienating potential substantiates this idea of 
citizenship.
The right to paid employment should be such that a man could change his job if  he 
wished and should go beyond the fact that no man should be barred fr om employment 
on the grounds o f race or sex. Employment should actually be available to any right­
holder
The question o f ‘need’ in Marxist doctrine is more complex. Some writers have focused 
on the confusion in Marxist texts due to particular uses o f words. ‘N eed’ is one o f the 
terms subject to this criticism. According to Marx need is synonyomous with want and 
drive. The fact o f having needs is never lost although people do not always realise all 
their implications, and learning how to satisfy them most efficiently requires intellectual 
skill (Marx 1844). Need in Marixism is always attached to power. A power is 
whatever is used to fulfill a need. To know any power is therefore to know its 
corresponding need and vice versa (Oilman 1971). Each stage in history creates its own 
distinctive needs in man, and with the passing to the next stage these needs disappear
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along with their owners, to be replaced by new people and new needs, hi primitive 
society man’s needs were poor, few in number and only capable o f meagre satisfaction. 
Communism on the other hand is rich because it assumes that m an’s needs are based on 
the totality of life’s activities (Marx 1844).
Capitalism has a major effect on need according to Mai*x. It transforms ‘whims’ and 
‘caprices’ into needs (Mai-x 1844). Meanwhile under the consumerist system the needs 
o f the workers are ignored.
Rights and need then, in the context o f a Marixist view of welfare would seem to 
substantiate the idea that welfare and capitalism are incompatible. Being a member o f a 
community should guarantee the use o f all services to all citizens regardless o f any other 
criteria.
10.3 The Idea o f Class in Marxism.
The idea o f class permeates the whole philosophy o f Marx. It is central to the Marxist 
perspective o f welfare imder capitalism and it appears as a focal point wherever there are 
discussions by Marxists on actual public seivices and on the professionals who operate 
those services. Wherever the notion o f class seems to be ignored, as in America, a major 
tension emerges since all o f the factors which create the conditions for domination of 
one class over another are nonetheless present. The absence o f the use o f the class label 
therefore highlights its covert presence even more. Conflict between workers and the 
capitalist class was present intermittently during the ninteen sixties and seventies in 
America (Navarro 1994).
The struggle to secuie a National Health Programme in America is also class-linlced. We 
have already seen evidence o f the social divide in terms o f rich and poor (Ch.7). The 
1988 Jesse Jackson Campaign tried to introduce the idea of class awareness. The 
purpose o f the campaign was to empower working people and to help them question 
how the powers such as class, race and gender had control over their lives. The 
campaign was unsuccessful (Navarro 1994).
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A class system is present in American society in spite o f the use, in ordinary discourse, 
o f vague terms such as ‘middle America’, ‘the rich’ and ‘the poor’.
10.3.1 Class Divisions in Marxism.
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Undoubtedly the two classes which feature most prominently in Marxism are the ruling 
class and the proletariat or working class. However it appears that M arx’s perception of 
a working class meant more than ‘workers’. In fact in order to be a member o f a 
working class (according to Marx) there were two conditions. One was the subjective 
view which required that the workers had to be capable o f organising themselves 
politically. Without this capability they were just a mass of individuals. The other view 
“ the objective view - was related to the actual work done. The worker must be 
productive, that is he must produce enough to generate capital. In this way surplus value 
is created which in turn maintains the capitalist system o f production (Miliband 1979). 
Productivity is not seen as necessarily the result o f individual effort for there can also be 
a collective sense o f labour. This collective labour can include service workers o f all 
kinds. However the lowest status is that o f the factory worker. At another level there is 
the class which includes business owners, shop-keepers and the self-employed and state 
employees such as police and the military (Miliband 1979),
As far as the capitalist class is concerned it is not clear where this categoiy ends and the 
self-employed begins. In any case the capitalist class includes the owners and 
controllers o f the means o f production. There is also another class which in the Maiicist 
literature is a level below govermnent officials but above the professionals. This class is 
frequently referred to as the power elite (Navarro 1976). This comprises the owners o f 
large business and corporate organisations. In the United States particularly this gi'oup 
can exert pressure on the government to influence various campaigns either negatively 
or positively. A example of negative pressure was seen during the Clinton Health Bill 
campaign (pi 19) when many influential and wealthy organisations (such as the 
American Medical Association) were able to apply negative pressure against the Health 
Bill in spite o f the presidential campaign.
The significance o f class divisions in Marxism is that the now outmoded notion o f class 
was used in the early part o f the twentieth century in the period before the war and again 
in the nineteen -sixties to highlight the plight o f the working class. The idea o f class was 
therefore central to the argument surrounding suppression o f one class by another. The 
formation o f a strong working class in Britain was also put toward as a reason for the 
development of the Welfare State (Ginsburg 1979, Gough 1979, Jessop 1983). This 
argument was further supported by the absence o f such a structm*e in the United States 
where a welfare system as we know it in Britain did not emerge.
In M arx’s ideal society, that is one in which capitalism has been overthrown, there 
would be no class system. In the gradual transition from socialism to communism all 
members would live on income from the same source.
Whether or not we accept the theory o f suppression o f one class by another there is 
certainly a class- linked basis to disease patterns, to uptake o f services and to allocation 
o f services. It is, for example, fr equently argued that it is the middle classes who have 
gained most from the National Health Service. Whether this is because this group are 
more aware o f the right to certain seivices, or whether they are more motivated to use 
them, whether the services themselves are more available to the middle class population 
is not clear. Wliat is clear is that mortality rates as a result o f particular diseases are 
higher in the lower socio-economic groups (Black et al 1992). Where the Mai-xist view 
of health services may have particular relevance is in terms o f occupations held by lower 
socio-economic groups. There is evidence to suggest that boring repetitive work as 
found among factory workers is associated with several stress -related illnesses. These 
illnesses can be physical, mental, or both (Navarro 1986).
10.4 Marx on Capitalism
In order to understand the class difference described by Marx it is necessary to consider 
his view o f the state and the individual’s place in the system. There are at least two 
strands to the relationship between classes and the state which can be identified. The 
first is that the state holds a degree o f power independent o f class forces. The second is
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the view that the state is merely a superstructure serving the interests o f the dominant 7
7class (Held 1989). The first point comes from M arx’s confrontation with Hegel, for 
whom the bureauracy o f the state was vitally important. Marx was critical o f the
Jbureaucracy by which he meant all state officials. It was the closed shop mentality and 7
the secrecy that Marx objected to.
jJAs fo r  the individual bureaucrat, the purpose o f  the state becomes his purpose, a hunt 
fo r  promotion and careerism (Marx 1844).
Mai-x’s theoiy of class divisions must be seen as part of his overall critique of 
capitalism. This critique challenges the basis o f the process o f production, consumption 
and the whole labour process. The work relationship between capitalist and worker is 
compared with older systems such as the slave and the serf to their masters. While the 
slave was in effect owned by the master, the serf was forced to pay an agreed sum to the 
master in lieu of his labour. These arrangements were clearly unsatisfactory but so, 
according to Marx, is the relationship between the capitalist and the worker. In order to 
explain this further Marx produced a detailed account o f this process surrounding work 
and workers in Capital Vol. 1. According to Marx the basis o f any society is what is 
produced and how it is distributed. The commodity which is produced has a value and a 
specific relationship to human labour.
‘A commodity is, in the firs t place, an object outside us, a thing that by its properties 
satisfies human wants o f  some sort or another. The nature o f  such wants, whether, fo r  %
instance, they spring from  the stomach or from  fancy, makes no difference ' (Marx 1867).
Whatever the nature o f the commodity it is at the heart o f the cycle o f production and 
consumption, hi setting out the nature o f  this commodity production and its effect on 
workers, it will emerge that according to M arx’s view there will always be a tension 
between those who work and those who gain from that work. The central tennet o f this 
process is what Marx sees as exploitation. Let us examine this theoiy more closely.
Under capitalism the price o f a commodity equals approximately the work time taken to 
produce it. This approximate work time is what is Imown as the value of the
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commodity. The capitalist will then sell the products, machinery etc. at these values and 
then retain the surplus for himself. The surplus value in terms o f labour power can be 
increased in two ways to the detriment of the worker. F irstly  working time can be 
extended. Marx calls this ‘absolute surplus value’. Secondly, the actual work can be 
intensified so more output is expected in a given time thus creating physical fatigue and 
mental stress. This is clearly the pattern under capitalism. The motivation to achieve 
more or better output is often accomplished by bonus payments for a given target in a 
day or a week. The competitive aspect o f this method may also affect relationships in
the workplace and create ‘bad feelings’ between workers. The end result o f this 
relationship is exploitation o f the worker (Marx 1867).
The idea of the capitalist/ worker relationship as one o f exploitation is just one aspect o f j'
the Marxist view. In the context o f the Welfare State it has been suggested by some 




system. Any changes or reforms are seen as strenghthening capitalism. Again this 
argument centres round the notion o f work and production. There are in fact a number 
o f ways in which the Welfare State has influenced the work process:
1. It has created employment for large numbers o f professionals, semi-professionals 
and skilled and unskilled workers.
2. The trend for introducing new jobs, most notably counsellors is continuous so that 
there is a reciprocal dependency between the state and its employees.
3 If we apply the Marxist critique of exploitation o f workers then the National Health 
Service again reveals a division of labour reminiscent o f such a theory. Ancillary 
workers might constitute one group which has been exploited insofar as they have been 
concentrated in the lower pay sector. In 1976 seventy five percent o f these were women 
(Doyal and Fennel 1979).
Mavx highlights the tension inherent in the apparent necessity for capitalism to maintain 
a system in which one group exploits another. At another level this exploitation occurs 
in the workplace. If  we consider levels o f pay and entitlements for part- time workers
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and fiill-time workers, the former have relatively less benefit and status in terms of 
prospects for promotion (Employment Dept. Group 1993).
It is o f interest to note that the Marxist theory o f exploitation does not include 
professionals. It appears that it is the use value o f professional work which is important 
here. This means that professionals, by virtue of their skill and expertise, create 
productive labour. Since the product o f this labour is necessary to help others achieve 
similar skills, the professionals therefore are not exploited (Larson 1977).
As far as welfare professionals are concerned it is the overall structure, and particularly 
the bureaucracy which is criticised. In other words it is the system which controls the 
professionals rather than individual professionals. This view differs fi'ora later Marxists 
such as Gramsci who saw professionals as intellectual and therefore o f great importance 
to the ruling class. Gramsci described professionals as appearing like caste members all 
fighting to defend their autonomy (Gramsci 1971).
10.5 The Concept o f Alienation.
The idea o f alienation is a recurring theme in the work o f Marx. Alienation as a general 
term refers to a condition where a person finds him self separated from some feature o f 
his context (Miller 1989). For Marx alienation arises only under specific social 
conditions. It is not a human condition but rather an objective concept which always 
arises as a result o f something and always means estrangement fi-om something (Marx 
1844).
M arx’s use o f the term alienation related mainly to work, and the individual worker’s 
relationship to it. Under capitalism private property is the result o f alienated labour. 
Alienation occurs for several reasons. The worker is alienated from his work, he may 
well be in employment which he does not enjoy. The work is not voluntary, for it is 
enforced or done out o f economic necessity. There is therefore little job satisfaction. 
Not only is the actual work alienating but also it is work done for somebody else. He
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therefore becomes alienated from the source o f employment (Marx 1844). The 
individual then becomes alienated from other workers and finally from himself.
The alienating character o f work described by Marx is readily identifiable in many kinds 
o f low paid employment. There is also another aspect o f alienation seen particularly in 
the American workforce. This is what I have already described as the ‘job lock’ 
situation where workers are forced to remain in the same dissatisfying employment in 
order not to lose insurance benefit (p i30). The consequences for health are that there are 
high turnover rates, absenteeism and hostility to management. Part o f this hostility is 
directed towards the bureaucrats who are usually distant both physically and emotionally 
from the workers. A tension exists between the necessity under capitalism to keep 
certain grades of worker supressed in terms o f work conditions, and the necessity for the 
worker o f having to remain in such circumstances. The capitalist system therefore 
highlights the ongoing tension between economic affluence and the poverty line.
While Marx confined the concept o f alienation to work situations Hegel (with whose 
view Marx disagreed) argued that alienation was something which came from within the 
individual. It was therefore not to do with the material conditions o f existence as 
suggested by Marx. In Hegel’s view each person can rid him self o f alienation by his 
will. Marx saw the end of alienation as happening only with the overthrow o f capitalism 
(Marx 1843). The significance of the concept o f alienation can be obseiwed most 
clearly in capitalist systems.
10.6 Conclusions.
1. A Marxist critique o f systems o f health and welfare has been usefrilly employed to 
show various tensions within these systems. This critique differs from that o f Illich in so 
far as one aspect i.e capitalism has been singled out. According to the Marxist view the 
Welfare State emerges as a system which is incompatible with capitalism. The idea of 
the Welfare State as the caring face o f capitalism is misplaced and the reality is that 
welfare serves the interests o f the capitalist system.
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2. Welfare serves the interests o f capitalism in a number o f ways. Capitalism depends 
on the labour o f a fit and healthy workforce. The workforce is essential for production 
which is essential for creation o f the commodity , which in turn is essential to consumer 
needs.
3. Within the capitalist system the element o f class is a prominent force. Whether class 
divisions are visible as in Britain, or invisible as in America, the idea of class remains 
significant. There is domination o f one class by another under capitalism and again this 
is more obvious in systems which tend to deny the importance o f class.
4. As far as health and welfare seiwices are concerned there is clear evidence that 
sei'vices and their uptake and distribution favour the middle classes. Statistics show 
higher mortality rates and a greater prevalence o f certain diseases among lower income 
groups.
5. Two strands have been identified within the Marxist Critique as tension-producing. 
One o f these is the concept o f exploitation. This exploitation refers mainly to low paid 
workers in low status jobs. Both o f these are evident in Welfare State employees. 
Professionals, according to a M arxist view escape exploitation since the product o f then- 
labour is useful to other trainee professionals.
6 . The second tension-producing strand is alienation. The Marxist perception o f 
alienation relates mainly to employment. It is suggested that workers in boring reptitive 
jobs in a capitalist system result in tluee types o f alienation; the worker becomes 
alienated from the source o f work, from his co-workers, and finally fr om himself. The 
result is manifested in poor health both mental and physical.
7 The overriding tension which emerges is that between capitalism and those ruled by 
the system; between the workers and those who gain from that work. As far as the 
Welfare State is concerned there is tension between the necessity for capitalism o f 
maintaining a system of welfare and the consequences of this which in Britain in 
particular, has produced a dependency culture.
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PART FOUR: CITIZENSfflP AND TENSIONS
Introduction to Patt Four.
if
This final part o f the thesis returns to the idea o f citizenship. Two main strands will be 
discussed. One is the concept of participation and the other is the concept o f tensions. 
The concept o f participation will be analysed with reference to various studies currently 
in progress in health and social sei'vices. The aim will be to draw together the main 
outcomes o f discussions so far, and from them to propose a system which will be based 
mainly on the Neighbour-Centred Model described in chapter 3. The Neighbour- 
Centred Model was the one chosen as the most appealing and practical for the practice 
o f citizenship.
The analysis in chapter 3 o f the Neighbour-Centred Model concluded that the idea of 
community, while recognised as a positive goal, had nevertheless an element of 
exclusivity which was considered inappropriate for the practice o f citizenship. It was 
fiirther concluded that a traditionally strong element o f the notion o f community, that is 
fraternity, was no longer seen as relevant in terms o f the label ‘fi'aternity’. An 
alternative was suggested ie ‘neighbomdy solidarity’ which seemed to overcome the 
problems identified, while at the same time emphasising the idea o f neighbour 
relationships p(49).
I
The concept o f neighbour as opposed to other terms such as stranger or brother was 
chosen as the most applicable for citizenship. This was because the concept o f 
neighbour assumes the possibility and reality o f relationships without the emotional ties 
o f the old community and without the pressure o f the brotherly bond. This would offer a 
more modern vision o f citizenship, one which is compatible with other roles. The *
concept o f neighbour allows for the fact that the individual qua neighbour is primarily 
and most significantly a member o f his coimnunity but with the ability to be a client and 
a consumer. These other roles may be intermittent during the course o f a lifetime but the
■ -4
neighbour relationship outlives both.
I
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The main conclusion therefore from an analysis of A Neighbour-Centred Model was, 
that in spite of various restrictions, this model could be used as a basis for participatory 
citizenship.
h i speaking o f the practice o f citizenship in the context of this thesis, it is citizenship 
associated with welfare and health with which I am mainly concerned. These two 
elements will therefore be recurring features throughout. As we have seen welfare and 
health are two o f the ways in which particular styles o f citizenship are manifested. The 
differences in two systems were illuminated in the analyses o f the American and British 
Health and Welfare systems (Chps 7,8).
In returuing to the notion citizenship (Ch. II),  I shall be concerned with the idea o f the 
active citizen. This term has recently become popular. Its meaning will be explored in 
the light o f various government manifestos, proposals and charters.
A discussion o f the active citizen involves the exploration o f the idea o f participation. 
There are a variety o f ways in which this can appear but I shall concentrate mainly on 
public participation in welfare and health-related services. A detailed discussion o f 
citizen participation in government as part o f a democracy is beyond the scope o f this 
thesis. However some elements o f this will appear in the context o f specific services. 
Local government for example, is envisaged as being a strong component in the way in 
which actual public services are delivered. In fact the liaison between health authorities, 
social services and local government bodies is crucial to the type o f citizenship 
envisaged.
Various tensions m the systems have been identified tliroughout previous chapters. The 
question o f how these tensions can be reconciled as an ongoing and inevitable part o f the 
system will be explored. This will involve a discussion o f the roles o f  various 
institutions including the state, the market,and the intermediary body. It is envisaged 
that no one element will be dominant and that citizenship will include input firom all 
factions discussed. The roles o f the state and the market are important and it is 
suggested that a balance is possible between these two traditionally rival forces. The 
idea o f the ‘nanny state’ should not be replaced by the ‘night-watchman state’. Neither
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would be appropriate in the context o f modern citizenship. The positive aspects o f the 
market are frequently cast aside in the health and welfare debates. Yet, to the extent that 
the market represents consumer interests, and offers choice, it is important to the 
practice o f citizenship. The market also offers the possibility of a rejection o f the notion 
of dependency and its competitive element can trigger positive action by enterprising 
individuals.
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Chapter 11: Citizenship and Tensions in the Progressive Society.
11.1 Introduction.
The idea o f ‘the active citizen’ has recently become popular. Each o f the political 
parties have at various times put fom ard  the view that the individual should be part of 
the decision-making process in matters o f interest at local level. On the whole the 
reality has been disappointing and the notion o f ‘active citizen’ has been vague and 
superficial. It would appear that the public perception o f participation differs firom that 
o f politicians although this situation is gradually changing particularly in the field o f 
health care.
There are various ways o f approaching the idea o f participatoiy citizenship and in the 
context o f this discussion the concepts o f participation in health and welfare is relevant. 
The idea o f participation will therefore be considered as part o f the notion of the ‘active 
citizen’.
The notion o f participation in health service decisions is relatively new. It will be re­
called from chapter 8 (p i48) that the Griffiths Report diagnosed among other factors, a 
lack o f consumer power within the National Health Service. Up to that time the only 
groups representing the consumer were the Community Health Coimcils. These mainly 
dealt with complaints against the service providers or about the quality o f care. This 
arrangement was far from satisfactory.
The idea o f participation in relationship to health and welfare services can be placed in 
three categories:
1. The most recent manifestations o f this are seen in the charters which evolved as a 
branch of the new consumerism. This encompasses the many projects in progress in 
health and social services where client /consumer participation is encouraged. This can 
involve decisions as diverse as resource allocation to the type of services to which 
priority ought to be given in the healthcare field. In other public services it can involve
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community projects ranging from neighbourhood watch schemes to social service 
projects at community /local government level.
2. The more traditional forms o f participatory citizenship include self-help and 
voluntarism and the University settlement. As a philosophical concept self-help is not 
confined to the Self-help Movement which became popular in the nineteen sixties. It in 
fact belongs to the Victorian idea o f character-building in which self-reliance and mutual 
support were rooted in the individualism o f the period. The concept o f Voluntarism has 
been a vital complementary element o f welfare which predates the Welfare State.
The University Settlement played a vital role not only in encouraging public 
participation, but also it was instrumental in the development o f some o f the state -run 
services taken over by the Welfare State. The University Settlement and the Self-Help 
Movement aimed to build character. The emphasis was on bringing to the surface the 
individual inborn ability to look after oneself with the aid o f communal support o f one 
form or another.
3. The third element. Health Promotion, does not fit neatly into either o f the above 
categories. However, in terms o f individual health and individual responsibility for 
health it is the main vehicle via which the public cair be educated and at the same time 
have a voice in particular policies. That at least was the intention. The reality may be 
otherwise as we shall see.
Before discussing each o f these elements in turn let us begin by analysing the idea o f the 
active citizen.
11.1.1 The Active Citizen.
The concept o f the active citizen has become a catch phr ase among politicians of all 
parties. However a variety of interpretations can be drawn from it. From the point of 
view o f right wing politicians it has a definite implication o f ‘putting something back’ 
into society in the form o f some kind of voluntary action or charity. The citizen 
according to this view is to see his relationship to the state and society as one which
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implies responsibility as well as certain rights. This meaning is restrictive and aims to 
keep the notion o f ‘activity ‘ low key and local. Therefore when Douglas Hurd spoke at 
the speakers Commission on Citizenship he emphasised the importance of neighbour 
and family. Quoting Burke he said —
to love the little platoon we belong to in society, is the firs t principle, the germ as it were 
ofpublic affections. It is the firs t link by which we proceed towards the love o f  our 
country, and o f  mankind (Hurd 1988).
It is not clear what Burke meant by ‘platoons’ but according to Douglas Hurd it was the 
small neighbourhood acting in conjunction with intermediary bodies. Here certain 
established committees or groups would act as representatives on behalf o f other 
citizens. This would allow the less vocal members o f the community to express 
opinions via a third party. This view has been criticised for its narrowness and for the 
lack o f power which it gave to the public (Barnett 1989, Norman 1992). This criticism 
may be unjustified because although it clearly implies limited scope for active 
citizenship, it does however recognise the possibilities that a) not all citizens wish to be 
active, and b) some people prefer to have a close link with local community rather than 
have an interest in a more distant bureaucratic structure such as central government.
Schumpeter argued that the idea o f  the non active non participating citizen was desirable 
in view o f the general state o f ignorance o f the ordinary citizen (Schumpeter 1976). If 
we accept this view then the inactive citizen is performing a usefiil role by virtue o f his 
silence. This argument o f cour se goes against that put forward by Mill who insisted that 
the real reason for the active citizen was to avoid a situation o f the tyranny o f the 
majority ( Mill 1859). But Schumpeter’s argument does serve to illustrate the problem 
o f vagueness o f the idea of participation such that it is associated only with political 
issues o f national or international importance. Modern views o f citizenship on the other 
hand seek to extend the participatoiy role o f citizens to a more local level.
If  the Conservative view o f the active citizen is seen as restrictive the same cannot be 
said for the Liberal Democrats. In 1989 Paddy Ashdown spoke o f a new concept of
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citizenship which emphasised the necessity for rights and responsibilities. Criticising 
the Conservatives he said;
Instead o f  rolling back the frontiers o f  the state the Conservatives have rolled over the 
safeguards which protect the citizen. They proclaim the enterprise culture, ye t their
policies trap people in dependency Above all they claim to uphold freedom, ye t they
rely increasingly on coercion
A new deal fo r  citizens will establish citizens rights, define their social entitlements and
clarify their responsibilities to each other It will include all our citizens in the
benefits ofprogress and prosperity. This is the way to bring out their best contributions 
to our society (Ashdown 1989).
This view seems to allow for all sides to benefit but could be seen as too optimistic. If 
for example we agree with the existence o f a dependency culture, a situation which 
evolved over several decades o f welfare, then the idea of a society transformed into one I
where there was adequate employment, less poverty and a will to take responsibility by 
all citizens then this would constitute a utopia. I
The views of the Labour Party must be seen in two distinctly different eras -- old Labour 
and new Labour. While the more traditional philosophy o f the Labour Party was 
towards the idea o f community and fi'aternity new Labour preaches a message o f 
partnership between public and private sectors. The new view o f citizenship recognises 
the value o f all sectors including the voluntai'y sector. Tony Blair speaks o f a new vision 
o f citizenship as strengthening and reviving a sense o f community —
we need a collective action that advances individual freedom and is not at the expense o f  
it-a fusion o f  cooperative action and individual expertise (Blair 1996).
He also underlines the importance o f local govermnent and its links with local 
communities so that decision making is closer to the people.
Clearly the idea o f the active citizen fr om all political stances implies participation of 
some kind. Several degrees o f participation are possible. Let us look more closely at the 
idea o f participation.
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11.1.2 The Idea of Participation.
The idea o f participation is difficult to define. The question immediately arising is 
participation in what? There is an inherent assumption that to participate in something 
is to contribute to a specific cause in some way. In chapter 1 I discussed the problem of 
defining some words and suggested that the idea o f mapwork would solve the problem 
o f terms in which the context was crucial to the use o f the word. ‘Community’ was taken 
as an example (p4). Mapping is also necessary in the case o f ‘participation.’ In the 
context o f this discussion participation is located in relationship to concepts such as 
democracy, the State and government-run institutions.
When we speak o f participation by the public in matters relating to health and welfare 
services then it appears that in Britain at least this concept is relatively new. Unlike 
other state institutions there was no consumer body created for the National Health 
Service. As discussed in chapter 2  (2.6 ) the idea o f ‘consumerism’ became associated 
with public services in the last two decades. In view o f the history o f  the Welfare State 
in its early stages (Ch. 8) it is clear that the concept of consumerism would not have 
been compatible with what was then a predominantly ‘giving’ state with its cradle to the 
grave philosophy. The paternalistic aspect o f service provision, particularly with regard 
to social security handouts, left little room for complaint by users o f services.
The idea o f representation is o f course indirectly linked to participation. Although 
‘consumerism’ arrived relatively recently, there has been some form o f representation o f 
patients since the Welfare State began. In the early stages this took the form o f patient 
representation on committees at regional and local level (Day 1990). With the first re­
organisation o f the health seiwice Community Health Councils were created in 1973. 
These were intended to represent patients and form a linlc between users and providers 
o f services. Since that time there has been a degree o f confusion as to the precise role o f 
these councils and an apparent diversity between different health authorities as to their 
actual remit. It is o f interest to consider these councils in more detail since the most 
recent reforms have focused on their importance for the future o f the health service.
-j.
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11.1.3 Commxmity Health Councils.
The confusion regarding the role o f CHCs has been the subject o f investigation in recent 
years. This would appear to be the result o f the lack of any universal standards or 
nationwide criteria. One study o f CHCs found that there was indecision due to 
conflicting views among members as to what should be their real purpose. Some 
members for example might see their role as providing patient information , others 
might wish to be more actively involved in priority setting based on information gleaned 
from patients (Hogg 1986).
This idea o f role confusion is supported by Klein who sees members as being torn 
between meeting the demands o f participation on behalf o f the patient and the demands 
o f consumerism in line with market ideologies (Klein 1983).
It would appear that the diversity in role perception until now has been accepted and 
four types o f council have been identified. 1. The bureaucratic type which is largely 
concerned with hierarchies within the system and has a liaison position. 2. Those whose 
main focus is health education. 3. Those whose main concern is complaints by patients 
against the care and sem ce received. 4. Those commited to changing policy in 
conjunction with various pressure groups (Winkler 1986).
1. The CHC is a statutory authority which represents the interests o f  local public in the 
health services; and its patients ’ voice in relation to those services
.1
A recent document published by the Association of Community Health Councils for 
England and Wales set out what it considered to be a realistic proposal for the inclusion 
o f CHCs within the new structure o f the health seiwice (ACHCEW 1994). The 
Association recognised all o f the ambiguities already outlined including the variety of 
mission statements produced by individual councils. The Association proposed the 




2. The main purpose o f  the CHC is to influence the nature o f  health care provision and 
monitor its quality on behalf o f  the local population
3. The CHC works by empowering users o f  health services and it acts as an advocate 
fo r  those unable to represent themselves (ASCH CEW 1994).
It was also recognised that in order to be effective and to reduce conflict between 
members, professionals and management the following points should apply;
CHCs should be independent o f  local health service management
Work closely with all purchasers, providers and the community
listen to the views o f  service users
be open to public scrutiny
visibly participate in community activities
provide user-responsive information and advice (ACHCEW 1994).
The Community Health Councils have a clearer structure since the recent reform o f the 
health service and have a vital role to play in the quest for participatory citizenship 
within the National Health Seiwice.
In Scotland CHCs are now actively involved in assessing the quality o f care in 
institutions and make frequent visits to nursing homes and hospitals in the community. 
The Greater Glasgow Health Council hold weekly meetings to which the public are 
invited. A series o f 10 leaflets are available to the public ranging from complaints 
procedures to the patient’s right to read his medical record (Beacom 1997).
The next wave of emphasis on citizen participation and consumer voice came with the 
Citizen’s Charter Unit initiative launched by John Major in 1991. By 1993 there were
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thirty three charters. The Patients Charter set out standards to be expected within the 
health serwice by users (HMSO 1991).
11.1.4 The Patient’s Charter.
The charters which have emerged in recent years are an expression o f consumerism. 
They embody a philosophy o f public services run by management and as such they 
embrace the market ideology. This represents a move away from professional 
domination o f services which have been criticised for being part o f a distant bureaucratic 
system which was unaccountable to any source and which was w asteM  and not user 
friendly. The role of the state, according to this view, should be that o f an enabler with 
responsibility for creating the conditions necessary for effective delivery o f sei'vices.
The White Paper, ‘Working for Patients’ made a distmction between purchasers and
The charter movement produces a feeling o f safety and a degree o f control for the 
consumer in so far as he is now given a limited choice as opposed to no choice in
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providers o f care (HMSO 1989). This in turn led to the need for priority setting.
Purchasers, ie districts would have to decide what services they wanted and from 
whom they should be bought. Concepts such as cost, quality and priorities became 
important. Providers o f hospital and community sei'vices had to estimate costs creating 
a situation in which they were competing with each other as well as with the private 
sector. If after one year providers failed to attract sufficient contracts they would have to 
withdraw and possibly close down.
Districts as purchasers now receive a budget. They draw up contracts annually to meet 
the health needs o f their populations. Some general practitioner groups also became fund 
holders in order to buy services from the hospital or community. The idea o f the 
primai'y health care team involvement in the purchaser-provider split arrangement was 
seen as positive because it would strengthen the bond between it and other community 
sei’vices. General Practitioners were also seen to be in the fr ont line in tei'ms o f patient/ 
professional interaction thus creating the conditions for health education and disease 
prevention (Gladstone 1995).
services and treatment. The element of choice must be necessarily limited by factors 
such as location and availability o f sei'vices. Nevertheless the element o f choice has 
been a major selling point o f the new consumerist ideology (p239).
The charters, in particular the Patient’s Charter is in fact elusive and vague. The rights 
which it claims to portray are in reality superficial attempts at outlining such rights. It 
could be argued that stating the various expectations which ought to be satisfied is of 
little use if  they cannot be implemented. Stating, for example, that patients can expect to 
be seen immediately upon arrival in hospital is a promise which can rarely be kept. The 
value o f the Patient’s Charter seems to lie in its ability to alert the public to alternatives 
in care. It has also served to raise public expectations with regard to services generally 
(Winkler 1996).
As far as actual participation by the public is concerned there is substantial evidence that 
this is currently occurring as the following discussion shows.
11.2 Experiments in Participation in Health and Welfare .
The idea o f participation by the public in health and welfare service deliveiy is a fairly 
recent factor in the British system. The idea stemmed from the suggestion o f the 
desirability o f public input as documented in the Patients’ Charter and also based on 
particular trials in America.
In America the idea had long been part o f the consumerist orientation of sei'vice 
provision. The elements o f choice, competition and quality were all part o f this 
consumerism. However in terms o f rationing and cost-cutting a different approach was 
taken by the federal government. This involved a system o f prioritising services in a 
ranked order so that a certain degree o f priority would be attached to some medical 
services but not to others. Certain states were chosen for these experiments. The most 
frequently cited experiment is Oregon which has provided a basis for studies in Britain. 
Both the Oregon experiment and some o f the British studies will be considered 
presently.
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There is evidence that positive action has been taken by several Health Authorities in 
Britain to implement a strategy whereby patients are actively involved in planning 
procedures, in their own care and in a representative capacity on behalf of their 
communities. This appears to be most promising at the Primary Health Care level. The 
idea o f projects involving General Practitioner populations is particularly relevant since 
patients are in direct contact with a particular group o f professionals so there is scope for 
ongoing commitment. The hospital situation is more difficult in view o f the transient 
relationships between patients and professionals. Let us now consider a variety of 
projects in both the United States and the United Kingdom which are undeiway with 
vaiying degrees o f success.
11.2.1 The Oregon Experiment.
The Oregon Experiment has gained popularity in Britain as a model to be followed 
where the aim is to increase services for the most vulnerable gr oups while at the same 
time prioritising services according to need. It would appear that the appeal o f such a 
scheme for Britain has been the relatively new concept o f rationing services while at the |
same time involving the public in the decision-making process. It can therefore be seen 
as an attempt to implement a degree o f citizen participation in health care and its 
distribution.
The discussion o f American health systems in chapter 8 outlined the basic orientation of 
the delivery o f services and the rift between those who could and those who could not 
afford medical insurance. The number who could not afford health care insurance was 
quoted as 43 million Americans (p i34). The discussion also explained the limited state 
assistance for the poor and elderly and how the Medicaid and Medicare systems operated 
(pl28).
Under the Oregon plan all poor people in Oregon were to receive Medicaid. The 
experiment was to continue for five years (fi'om 1993) at which point the situation would 
be reassessed. The aim of the plan was to force the state o f Oregon to choose which 
medical sei'vices it would be prepared to pay for from a list o f procedures related to
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specific illnesses. The cost o f these procedures was also listed. This was to be an 
experimental model in designing an insurance scheme to provide cover for all (Klein
1992). The plan was similar to what President Clinton proposed for the whole of 
America.
The actual plan is detailed and at some points confusing . What is clear is that the 
implementation o f the plan was not straightforward but fraught with difficulties as 
arguments arose as to who should be eligible for which service. One of the areas of 
concern was the possible discrimination against disabled groups (Eckholm 1993). Other 
objections were directly related to the system o f ranking medical conditions since not 
eveiyone placed the same degree of priority on the same illnesses (Fox and Leichter
1993).
The final number o f procedures ranked alongside their costs was 6 8 8 . The state agreed 
to pay via Medicaid for procedures up to 568 but not those below this number. The 
procedures at the bottom of the list were assumed to take less priority. It was not just 
aspects o f intervention such as cosmetic surgery which were given low priority. Fertility 
problems, chr onic back pain and liver cancer among others were seen as low on the scale 
o f priority (Eckholm 1993). It is unclear whether individual circumstances were taken 
into account and why some cancers took priority over others.
The plan involved long and detailed interaction between the lay public and 
professionals. At one point the whole idea was abandoned because more than half the ■ j='
members involved in devising the priority list were healthcare professionals (Eckholm 
1993).
Given that the Oregon Experiment was geared towards an American system o f health 
care it is difficult to see the value o f similar plans in Britain. However it appears that the 
idea o f  rationing and prioritising seiwices has been of interest to the purchasing 
authorities within the National Health Seiwice. Certainly in the early stages o f the plan 
the feedback appeared mainly negative. Questions were raised about the ethics o f
rationing the poor in society (Klein 1992). Other critics argue that the Oregon Plan
I
proves that the idea o f participatory citizenship in matters o f decision making and
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priorities in health -care is flawed (Fox and Leichter 1993). This charge may be justified 
on the ground that no other state appears to have followed the Oregon Plan.
It is o f interest to note that while the Oregon Experiment was not emulated in America it 
was seen as a blueprint for change in the British system. Rationing appears to have been 
the element identified as a potential model to follow in Britain. In view o f the 
purchaser/provider split already described (p240) experiments on similar lines to Oregon 
began.
11.2.2 British Studies based on Oregon.
A number o f studies are currently in progress in Britain based loosely on the Oregon 
Experiment. These vary in format since there is no standardised initiative by the 
government to outline how priorities should be set. This means that individual districts 
set their own plans based on the needs o f the population in question.
Ham, Honingsbawm and Thompson cite six studies whose outcomes are as yet 
incomplete (Ham et al 1994). One o f these is in an inner city area in London. Here a list 
o f health needs are ranked in order o f priority and research is in progress to assess the 
priority which ought to be accorded to sixteen services in the views o f the public, 
consultants, general practioners and public health personnel.
Other studies are in progress in Oxfordshire, Southampton. Wandsworth, Mid-Essex and 
Solihull. Setting priorities was just one o f the aspects for investigation. Much attention 
is also give to need assessment and public participation.
hi terms o f measuring needs, in the case o f all six locations a list o f areas was identified 
where changes could be made. These included: The cost o f  care (the number o f  cases 
requiring expensive treatment would be limited), the care -setting (more day care and 
less hospital care is required), professional responsibility (some procedures could be 
carried out by nurses rather than doctor) and equity in access to care could be improved 
(Ham et al 1994).
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Strong emphasis was placed on the idea o f public participation. The researchers found 
that the most structured approach to this came from Solihull where a postal 
questionnaire was used to ask 600 adults chosen at random how they viewed the seiwice 
in their area and in particular how they viewed 11 separate priorities for sei-vice 
development.
The Mid-Essex study used a different approach to elicit public views. Here the district 
joined forces with the local Community Health Council and Voluntary Organisations. 
Priorities were ranked on the basis o f information collected from the public and the 
results transmitted to the relevant health authority (Ham et al 1994).
1 1.2.3 Public Participation in Primarv Care.
In the area of Primary Care ie General Practices various initiatives have begun in which 
patients play an active role in the running o f the seiwice. This is in keeping with the 
recommendations o f the Patients First Document. The 1997 publication ‘Involving 
Patients’, by the NHS Executive outlines the various projects under way. It stresses that 
the first most crucial step is to inform the public about how the service operates and how 
the National Health Service as a whole is run. From this basis the public can begin to 
make informed decisions regarding policies. The main aim is to allow ordinary citizens 
to gain the best service based on knowledge and participation (CanagaRetna 1997).
A wide variety o f tools are in use to inform the public. Some surgeries have introduced a 
computerised system o f information about many health -related topics including medical 
conditions, surgical operations, self-help groups and many others. Other districts hold 
‘awareness’ evenings to which members o f the public are invited and the topics are 
chosen by the patients. Yet other areas use walk-in centres with personnel available to 
answer questions and supply information.
Patient participation is encouraged at staff meetings and input from the public is used to 
prioritise and assess needs in specific communities. There are also close links between
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patients and Community Health Councils. Again this was a reconunendation of the 
White Paper ‘Patients First’ (CanagaRetna 1997). It seems that the success and 
availability o f experiments in public participation with General Practitioner services 
depends on the enthusiasm o f individual practioners.
11.3 Self-Help, Mutual Aid, and Voluntarism.
11.3. 1 The concept of Self-Help.
The spirit o f  self-help is at the root o f  all genuine growth in the individual; and, 
exhibited in the lives o f  many, it constitutes the true source o f  national vigour and 
strength. Help from  without is often enfeebling in its effects but help from  within 
invariably invigorates. Whatever is done fo r  men or classes, to a certain extent takes 
away the stimulus and necessity fo r  doing fo r  themselves: and where men are subjected 
to over-guidance and over-government, the inevitable tendency is to render them 
comparatively helpless. (Smiles 1866).
The above statement summarises the Victorian vision o f the importance o f character 
building and self-reliance. Since that time it has become eroded as the necessity to fend 
for oneself was gradually replaced by the interventionist state. Today the whole concept 
o f self-help takes on a new meaning but is no less important in terms o f the health and 
welfare o f the individual as we shall see.
The significance o f the idea o f self-help as public participation camiot be over 
emphasised, hi many ways it draws together key elements from previous chapters. It 
arises for example in the history of welfare in Britain (Ch. 8) where it ran alongside the 
concept o f charity and altruism. Many organisations encouraged self help including the 
Friendly Societies and the various religious organisations. Prior to the Welfare State it 
was very much part o f the community aspect o f life in which the states’ role was 
minimal. It is also part o f the deeply entrenched philosophy o f American Individualism 
where self help is seen as more desirable than any help from the state however meagre.
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In its broadest interpretation self- help is enshrined in the Marxist and ceifainly the 
communist philosophy where the element o f participation at every level is seen as the 
only means o f achieving the ‘withering away o f  the state ' (Marx and Engels 1848/
The idea o f self-help also appears in the work o f Illich (pi 69). Illich saw this as a 
natural inclination based on m an’s inborn knowledge and common sense in matters 
regarding his own health. This natural ability has, according to Illich, been eroded by 
professionals.
The idea o f self-help arose again during the Thatcher administration in keeping with the 
govermiient’s recommendation o f a return to Victorian values which included self-help 
and self-reliance. A similar view existed in the United States under President Reagan 
(pi 22). More recently self-help has become popular and necessary in view o f the 
changes in the structure o f the health service. Earlier discharge from hospital has meant 
that patients must rely on their own resources alongside that provided by professionals at 
certain periods o f vulnerability.
A distinction can be drawn between the concept o f self-help and self-care. This 
distinction is important in demonstrating individual roles. Recognising the confusion 
between the two labels, the health education programme o f the WHO Regional Offices 
has formulated a guide to various terms o f reference. The first distinction is between 
self-help and self-care. Self-care refers to help supplied by unorganised individuals; 
families, fr iends or neighbom s. It involves self-medication, self treatment and social 
support in illness, all within the context o f everyday living. Self-help on the other hand 
has a wider scope. It includes self-help groups, self-help organisations and alternative 
care. The most widely used category is the self-help group which tend to be small local 
groups o f people often drawn together for 'a  specific purpose (Kickbusch and Hatch 
1983).
If  we are to consider the idea o f self-help as a way in which the public can help 
themselves and each other, then there are some potential obstacles which must be 
addressed. These obstacles cause tension the usefulness o f which is minimal in this 
case. The first obstacle is professional interference. This is where the distinction 
between self-help and self-care is vital. The latter depends to a degree o f professional
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guidance and in some cases practical input. The practical input element is not only 
desirable but necessary in cases where patients are administering their own medication. 
This is particularly important in cases o f childhood diseases such as asthma where the 
dosage o f certain drugs requires alteration at specific times. Services provided by 
professionals in these cases is supplementary to conventional medicine (Tountas 1990).
There are other cases where the concept o f self-care and professional input are in 
opposition to each other. This is particularly true in the move towards alternative 
therapies. Until recently professionals in orthodox medicine tended to dissociate 
themselves from disciplines such as homeopathy. Patients wishing to pursue this line of 
treatment were forced either to seek a specialist or self-medicate. This situation is 
gradually changing within the National Health Service. A similar trend is evident in the 
United States where it is estimated that Americans now spend approximately twelve 
billion dollars per year on alternative therapies (Weatherall 1995). Where professionals 
are involved in alternative therapies there tends to be a relationship o f reciprocity with 
the client/patient since feedback about the effectiveness o f treatment is crucial to 
success.
Another reason for the importance o f professional input is the economic factor; that is 
the idea that resources are saved when institutional care is replaced by self-care. In the 
case o f the elderly, for instance, where there is a combination o f self-care and 
professional help together with input fr om other agencies including family, the cost to 
the system is lessened. This is especially relevant in the case o f chronic conditions and 
mental illness (Tountas 1990).
The other aspect o f interest within the concept o f self-care is the potential for health 
education which again may involve the professional. However this may not necessarily 
be an ongoing commitment since one to one education is frequently called for. After the 
initial session o f demonstration and explanation the professional can monitor the 
individual situation. In many respects the idea o f self-care can be highly beneficial since 
it allows patients to participate in their own care not just in the physical sense but also in 
the decision -making process. The control or ownership o f the disease is therefore 
placed with the patient.
As far as the concept o f the self-help group is concerned the professional presence is not 
encouraged. The professional role is limited to that o f an outside advice resour ce. This 
limited role for the professional is not surprising since many self-help groups emerge 
precisely because professional seiwices have failed to fulfill a particular need. While it is 
not unusual for groups to elect a leader or spokesperson the main emphasis is on sharing 
information. The idea o f participation is implicit since each member volimtarily elects 
to join the group because of a problem common to all the members. Self -help groups 
are by no means confined to health-related problems and often they evolve in order to 
gain government support for a particular cause such as environmental issues on the 
grounds that many voices are more effective than a few.
In conclusion it can be said that the concept o f self-help may not run as deeply in terms 
o f its character building philosophy as it did in Victorian times, but as a means o f public 
participation in local affairs including health care it remains a vital resource whether 
seen as separate from or supplementary to state action.
11.3.2 The Concept of Mutual Aid.
In chapter six the idea o f charity as a moral basis for welfare was discussed and it was 
obsei-ved that charity was a major form o f welfare prior to the Welfare State. It also 
provided a means for citizenship participation since it was frequently religious 
organisations which were engaged in charitable work. A distinction must however be 
drawn between philantln ophy as discussed in chapter 6 and an allied source o f help 
which is mutual aid. While both mutual aid and philanthrophy came under the umbrella 
o f voluntary action the difference is important in terms o f subsequent legislation and its 
consequences. This distinction was emphasised by Beveridge (Beveridge 1948),
Philantlirophy was usually help given by one person or group to another, usually acts o f 
benevolence by the well -off to the less well -off. Mutual Aid on the other hand was 
characterised by a group o f people helping each other. The concept o f mutual aid draws 
together a number o f elements o f life prior to the Welfare State which many would wish
209
to see re-established in the cause o f participatory citizenship. These elements include 
the idea o f self-help, community involvement, voluntarism and a sense o f solidarity 
within the group. Most crucially the mutual aid movement demonstrates the willingness 
o f members to fend for themselves and to shun the idea o f state help to individuals 
whose aim was to work hard and be self-sufficient.
The organisation most frequently associated with mutual aid is the Friendly Society.
This was based on groups o f workers whose aim it was to help themselves and their co­
workers in times o f hardship. The question o f charity was not applicable to the recipient 
of aid since each member contributed to a communal fund on a regular basis both for 
him self and for any other person who could not contribute due to illness. The money 
drawn out in times o f need was seen as an entitlement (an early form o f self-insurance). 
Benefits which could be claimed included cash payments in times o f illness, funeral 
expenses and medical care (Green 1993).
The Friendly Societies go back as far as 1555 to Leith in Scotland where the first 
organisations developed. The most attractive aspect o f this scheme for the members was 
its autonomy and ability to change the rules as needs demanded. These societies had a 
substantial membership which was still escalating when in 1911 the state intervened to 
make insmance compulsoiy (Green 1993). The whole idea of mutual aid shows the 
ability of individuals to create the best conditions for themselves when left to their own 
devices.
11.3.3 Voluntarv Organisations.
The third strand under the umbrella o f voluntarism is the Voluntary Organisation. This 
constitutes one o f the oldest forms o f participatoiy citizenship (Marshall 1979). 
Voluntarism has had a history o f activity and apparent inactivity over several decades. 
Recently there has been a new role envisaged for the voluntary sector which in effect 
means that its contribution to the changing Welfare State will increase in the future. The 
changes which have occurred have been accompanied by parallel changes in the 
organisation o f health sem ces and the Community Care Act in particular. The renewed
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■interest in voluntary action has been taken up by politicians from all parties. The cun'ent 
government sees it as part o f the way aliead for citizenship where the idea o f duty is 
acknowledged as well as the idea o f rights to services. This duty to the community calls 
for young people to voluntarily offer support as an expression o f caring for fellow 
citizens. In short it is seen as part o f the notion o f the ‘active citizen’ already discussed 
(p i94). Let us consider the voluntaiy organisation in more detail.
4. With the perceived failure o f the Welfare State in the mid nineteen- seventies the 
voluntary sector called for a more pluralistic approach. This was endorsed by the 
Conservative party (Taylor 1995).
5. With the new conservative govermnent o f 1979 changes in legislation directly 
affected the voluntary sector (Taylor 1995).
6. The recent reorganisation o f the health service and the 1990 Community Care Act 
have expanded the role of the Voluntaiy Organisation.
The idea o f the voluntary organisation as working alongside other welfare services has 
long been aclmowledged. At times its role has been one o f providing specific services 
into which the state had little input. Voluntary organisations also worked alongside the 
Poor Laws in areas such as poverty and child welfare.
Six phases can be identified in the development o f the voluntary sector in relationship 
to the Welfare State.
1. The early development o f  the Volimtary Movement prior to the Welfare State.
2. In the immediate post war period there was a phase in which the voluntary sector 
was relatively inactive.
3. From the nineteen fifties and particularly in the early nineteen seventies many new 
community campaigns and initiatives were formed both in Britain and America. These 
provided a new wave o f activity for voluntary organisations.
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11.3.4 The Early History of Voluntarv Organisations.
With the ao'ival of state welfare the voluntary sector appeared to have an uncertain role 
as the whole emphasis was now on free sei'vices to all. There was therefore a period 
during which the main role o f voluntarism was seen in terms o f providing useful tasks 
for those interested in charity work. The Voluntaiy hospitals now came under the 
auspices o f the state. This applied to all but two hundred hospitals whose campaigns to 
remain independent were realised (Taylor 1995).
With the change from a Labour to a Conseiwative government in the nineteen -fifties the 
voluntary sector received more recognition. The 1960 Charities Act which resulted from 
the report o f the Nathan Committee extended the power of charities. The role of 
voluntary organisations in education was seen as important as were the various schemes 
to work on the problem o f poverty.
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The influence o f the Voluntary Sector is most clearly seen in the nineteenth century.
Prior to this it worked separately from other forms of assistance such as the Poor Laws.
In the eighteenth centuiy it became influential in providing help to hospitals, orphanages
and other institutions (Rooff 1957). By the nineteenth century there was a closer
partnership between private and public sectors. Nevertheless the role o f the voluntary
.sector must be seen as running alongside that o f other sei'vices. Together with the 
philanthrophy and mutual aid already discussed and the University Settlement (p216) the 
voluntary sector was instrumental in the setting up of state -rim services which later 
became part o f the Welfare State. These services included maternity and child-care 
sei'vices, sei'vices for the blind and voluntaiy youth organisations.
The idea o f public participation via the voluntary sector came about in the late sixties 
and early seventies. This was directly linked to the perceived failure o f the Welfare 
State to deal adequately with a long list o f social problems such as drug abuse, 
homelessness and single parent families. Other influential factors were the spread of 
middle classes into working class areas during this period of community development. 
There was a temporaiy revival o f the Settlement Movement at this time.
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The Seebohm Report and the Skeffmgton Report on participation in planning both 
underlined the importance of the voluntary sector. As a result o f these reports many 
organisations were given government grants to improve communities. The first signs of 
active citizen participation was seen in the issues surrormding housing. People joined 
together to complain about tenancy and conditions and lack o f facilities for children. As 
a result o f this new ‘voice’ o f the people welfare rights centres were established. These 
were located particularly in multi-racial areas where the lack o f knowledge regarding 
welfare rights led to gross underclaiming (Younghusband 1978)
Central government responded to the growing power o f the voluntaiy sector and its 
apparent effectiveness by appointing a minister responsible for voliuitarism in 1972. At 
the same time a Voluntary Services Unit was set up in the Home Office.
11.3.5 The Wolfenden Report.
In 1978 the Wolfenden Report argued for a more active role for voluntary organisations. 
The report is o f importance for the detail o f its general analysis o f voluntaiy 
organisations and n particular for its clarification of what is a confusing issue. The 
report recognises this confusion and the way in which some services overlap. The state 
and commercial sector may merge with the voluntary sector in certain instances. The 
report also provides insight into the whole meaning o f the idea o f voluntarism and 
stresses that not all voluntary organisations are charities, and likewise not all charities 
are voluntary organisations. It is suggested that ‘non -statutory ‘ might replace 
‘voluntary ‘in the future (Wolfenden 1978).
The Wolfenden Report deals mainly with the personal services in order to create 
boundaries for their research. The report found a widespread lack o f knowledge among 
the public professionals as to how voluntaiy organisations work and a lack o f 
documented research on the subject. It identified four useful categories o f organisation 
based on the type of beneficiaries involved. These are;
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1. Organisations which help people with special needs such as the elderly and the 
homeless. Traditionally these have obtained the most input in terms o f volunteering 
from local citizens.
2. Organisations which are mainly concerned with a specific cause. These might range 
from issues such as human rights to environmental issues.
3. Organisations in which the members are the main beneficiaries. These include 
organisations for people with a common problem such as deafiiess or blindness.
11.3.6 Voluntarv Action and the Coimnunity.
Organisations within the voluntary sector have been particularly influential within the 
community setting even prior to the Welfare State. More recently this role has been
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4. Organisations where the beneficiary is not the individual member but another 
organisation. An example o f this category is Age Concern whose efforts help other 
organisations (Wolfenden 1978). The Wolfenden Report was cast aside when the 
Conservatives came to power in 1979. It had aimed to predict the role of voluntary 
organisations in the futuie in line with social trends. The Thatcher administration had its 
own agenda and plan for voluntaiy seiwices. As discussed in chapter 8.4 the new 
govermnenf s main aim was to take service deliveiy away from the state and to 
encouiage the individual and the family to take more responsibility, to be more self- 
reliant and to be supported by the voluntary sector. The Conservatives envisaged a 
prominent role for voluntary organisations. The voluntary sector therefore became 
involved in the govermnent schemes to privatise public sei’vices whereby delivery o f 
some services was transferred from the state to the voluntary and commercial sectors. In 
order to facilitate this new role grants were made available from central government and 
other donors such as the commercial sector to frind the schemes. Fund raising also 
became a major issue and hospitals and schools were encouraged to pursue this on an 
individual basis.
. .. ' ■/
extended with significant success. Several projects incorporating care and support in the 
community have been in progress recently. One o f these which shows the success of 
voluntary service aid in community care was the Care in the Coimnunity Initiative in 
progress between 1985 and 1988. This was funded by the Social Work Services Gioup 
from the Scottish Office. This and many other similar projects aimed to encoui'age 
community sei'vices to be developed by voluntary organisations to meet the needs of 
various groups including people suffering with dementia, elderly people,and younger age 
groups with learning disabilities and adults with mental disabilities (Connor 1996).
The 1990 Community Care Act may well require the input o f other projects similar to 
that described. The voluntai*y sector is therefore seen as crucial within the framework of 
the latest legislation. Under this new structure there is potential for an extended role for 
voluntary organisations, one which involves both active running o f certain sei’vices and 
co-ordination between itself and other bodies such as health authorities, housing 
departments and local authorities. This role will constitute a partnership rather than a 
supplementaiy role.
A less positive alternative for the predicted future o f voluntary organisations is that in 
the new competitive, market- orientated system o f sei'vice deliveiy only the large 
organisations will tluive. The small local groups which in the past played a vital role at 
local community level may be eased out due to lack o f frinds.
The conclusion to be drawn fr om this discussion is that the idea o f voluntarism running 
alongside other forces such as the state and the market is appropriate in line with a 
participatory model o f citizenship. The resilience and usefulness displayed by the 
voluntary sector over the last fifty years confirms that type o f organisation must always 
be part o f service provision. Not only does it offer particular services but it also 
incorporates the potential for active citizenship by encouraging voluntary action by all 
age groups. By focusing predominantly on community based sei'vices it portrays a 
vision of neighbourliness even when the projects undertaken are on a large scale.
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11.4 The University Settlement.
The University Settlement provides evidence o f a kind o f citizen participation which is 
at least one hundred years old. Its history provides hope for the future in the sense that 
it confirms the capability of people and communities to be active in working towards the 
common good and in helping each other. There is scope for a similar trend to evolve at 
the present time.
Focusing again on the idea o f citizen participation, the Settlement movement 
demonstrates the neighbour relationship in addition to a spirit o f altruism and a 
willingness to share education and knowledge among all classes.
The Settlement was based on aspects o f the philosophy o f some of the English idealists, 
most notably T.H Green who in turn had been influenced by Matthew Arnold who had 
preached the need for reform o f the stifling effects o f class divisions in society. Arnold 
advocated the idea o f a total com m unity. Arnold’s idea o f reform called for active 
participation, hierarchy and community. Green followed a similar trend and was 
commited to the notion of bringing out the ‘best se lf in the individual. (Green 1937). 
This would be achieved only in the context o f a community. The idea o f the isolated 
abstract individual was not part o f this philosophy. There was a strong element o f 
Christian belief in the thinking o f Green with its emphasis on duty to the community and 
ones’ fellow man. According to this idea o f community the highest form o f human 
association came about when each member was equal to the other and the force which 
held this community together was the loyalty o f the members (Sabine 1952 ). The idea 
o f intervention by the state was justified if  this intervention helped men find their higher 
selves but voluntary help was preferable.
Arnold Toynbee was a graduate o f Balliol college when Green was a tutor (Meachan 
1987). He became a social reformer having been influenced by Green. He lectured in 
working mens’ clubs and lived among working class people with the objective of uniting 
the educated and the ordinary worker. After his early death his crusade was carHed on 
by others such as the philosopher Edward Caird. It was he who urged students at Balliol
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to go out into the world and take up their responsibilities towards the poor in society 
(Meachan 1987).
Such was the basic philosophy taken on by the founders o f the first Settlement house 
foimded by Samuel Barnett.
The first settlement residence was Toynbee Hall founded in 1884 in the east end of 
London by Samuel Barnett. Hull House in Chicago was the American equivalent. The 
movement embodied a type o f social reform which came about as a means o f addressing 
the increasingly complex social problems generated by capitalism. Chronic 
unemployment, technological change and urban decay as well as international 
competition were forcing social reformers to rethink old attitudes and offer new 
solutions. Politicians were beginning to recognise the need for state involvement. 
Schemes initiated by Churchill and Chamberlain and the Fabian Society were a response 
to a realisation that public health and sanitation, factory regulation and slum clearance 
were the specific business o f governments (Meachan 1987).
Toynbee Hall was founded as an expression o f the belief that before change could be 
effected the basic question o f social organisation had to be addressed. The concepts of 
community and self-help were important. The goal o f the Settlement was social re­
integration in the face o f the negative effects o f industrialisation and laissez-faire 
capitalism. The educators would provide enlightened authority and hierarchy to achieve 
a community o f which they would be both teachers and governors. This teaching would 
help the working class to realise their best selves in addition to benefiting the whole 
nation (Meachan 1987).
Toynbee Hall provided a base fiom which emanated a spirit o f community engendering 
the idea o f self-help and education. Barnett drew a distinction between the settlement 
and a mission which usually embodied the beliefs o f a particular religion or sect. The 
settlement workers’ task was to restore the community. He adopted a policy o f one to 
one teaching.
217
Gradually the settlement house became the settlement movement as wiling students 
joined from all over the country. The movement also spread to America. From about 
1889 to 1914, the period when settlement houses were being established, there was a 
huge influx o f immigrants into all cities. The poor were largely ignored and it was the 
organisers o f the settlements who provided basic education for the residents. Just as in 
Britain the concept o f community was a strong element, and the neighbour relationship 
was encouraged. (Trolander 1975).
In Britain the settlement was responsible for setting up o f the state system o f social work 
and services for handicapped children. Given the professional mix o f the pioneers it 
appears that a wide range o f skills were taught and topics explored. In some cases there 
was direct health education to groups from women settlers who offered classes in child 
care and nutrition. These were later to be seen as the basis o f welfare services run by the 
state under the heading o f maternal welfare (Rowbotham 1994).
So far all o f the examples o f participatory citizenship have involved the concept o f 
‘neighbour ’. All but the voluntary organisations and self-help movement belong to the 
past. The potential for their revival is nevertheless possible in the context o f A 
Neighbour-Centred Model o f Citizenship. This idea will be expanded in the discussion 
of the role o f the state (p228).
The final aspect o f participation, to which I now turn is the idea o f health promotion.
The discussion will focus largely on the idea o f health promotion within the context o f 
public participation.
11.5 The Health Promotion M ovement.
Much has already been said about the delivery of health services and the political 
structures which determine the mode o f delivery of such services. But as far as the 
ordinary citizen is concerned, factors other than availability and cost are important. We 
have seen how two particular systems set about delivering services to the public. One 
(Britain) operates a service fr ee at the source o f uptake. The other (America) offers little
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in the way of free services and tends to regard health as a commodity to be bought like 
any other good subject to ability to pay. Yet both these systems are involved at different 
levels at promoting health as a goal to be aimed for. The fact that one group pays while 
the other does not may have little effect on how health is perceived by individuals.
When we speak o f the idea o f the ‘promotion ‘ o f health we must take into account, 
therefore, particular cultures, political structures and economic systems. These may, to a 
large extent influence the individual perception o f health. For example, affluent 
societies may in effect be less healthy due to modern processed diets than less affluent 
societies where these factors may not apply.
For the purpose o f this discussion I shall be concerned with the association between 
health promotion and the idea o f participation by the public in health care and health 
education. If  we accept the suggestion that one o f the aims o f health promotion, as 
opposed to health education, was to lessen professional dominance and encour age input, 
complaints and feed back on services by the public, then there is evidence that the 
intention has not been successful. In order to analyse the concept o f professional 
dominance and public participation we must first explore the origin o f the idea o f health 
promotion and how it has developed. This can best be achieved by asking three key 
questions, which are:
1. What do we mean by health promotion?
2. How does health promotion differ fi’om health education.
3. How succès sfiil has this initiative been to date?
Let us begin by attempting to define health promotion.
In many ways the linking o f the term ‘promotion’ to the concept o f health is unfortunate, 
having as it does connotations o f a promotion of some kind where the intention is to sell 
something. This in a sense is precisely what the health promoters are trying to achieve ie 
to sell the idea of health as a positive element o f life which is to be protected, preserved 
and prevented fi’om disease and injury. The question arises, however, as to why health
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needs to be promoted. Clearly the answer is because other approaches have failed 
because they tended to focus on disease and the negative side o f health. The idea of 
promoting health avoids this problem or so it is assumed. Another possible reason for 
the idea o f health promotion is that it is part o f the socio/political ideology which 
embodies consumerism in which citizens are encouraged to take control o f their health 
and be in a position to take part in matters affecting their health. In that sense health 
promotion has a wide range since matters affecting individual health are infinite. The 
degree to which citizens can actually participate is obviously dependent upon a number 
o f factors all o f which can vary between one area and another. These include: political 
will, availability o f existing facilities, success or failure o f previous projects, the type 
o f community involved, individual motivation to accept new initiatives and lastly the 
degree o f professional commitment and ability to enable rather than take over particular 
projects.
There are so many facets emanating from the idea o f health promotion that it is more 
relevant to speak o f it in terms o f a set o f principles rather than a concise definition. 
WHO (1984) sets out five principles which it sees as the basis o f health promotion.
1. Health promotion involves the population as a whole in the context o f  their everyday 
life, rather than focusing on people at risk fo r  specific diseases.
2. Health promotion is directed towards action on the causes or determinants o f  
health.
3. Health promotion combines diverse but complementary methods or approaches 
including communication, education,legislation, fisca l measures, organisational 
change, community development and spontaneous local activities, against health 
hazards.
4. Health promotion aims particularly at effective and concrete public participation.
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5. While health promotion is basically an activity in the health and social fields, and 
not a medical service, health professionals- particularly in primary health care have an 
important role in nurturing and enabling health promotion.
These statements acknowledge the wide range o f possibilities for promoting health 
including the importance o f public participation. There is also the implication that health 
education remains a firm basis of health promotion and that this relabelling of health 
education is somehow more wide-ranging.
11.5.1 Objections to Health Promotion.
Not eveiyone may agree with this new concept o f promoting health as opposed to 
offering health education, hi fact several objections to this trend have been identified. 
The most obvious objection concerns the degree o f professional input into individual 
projects. According to this view there may be little difference between professionals 
‘promoting’ health and professional indoctrination as in health education. If the primary 
aim o f changing fiom health education to health promotion was to extend public 
involvement then there is a case for saying that this involvement continues to be 
overshadowed by professionals. Evidence o f this is visible in the fact that at a very early 
stage o f the change to health promotion professionals themselves were re-named ‘health 
promotion officers,’ thus ensuring an ongoing role for the professions. Clearly there is 
and must be a role for the professional but this role must change from activity to relative 
inactivity. It is accepted that professional knowledge can be used to enable and 
empower people to a) use the systems to their best advantage and b) encourage people to 
share in the quest for better health. This means more than asking for opinions, for it also 
involves attitudinal changes on the part o f professionals. It must also be accepted that 
health advice, both negative and positive, is received by the public from additional 
sources some o f which have a powerful effect. The media for example can influence the 
young in particular by portraying certain types o f behaviour in a particular light. 
Advertisements for cigarettes and alcohol demonstrate this fact.
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The commercial aspect o f health promotion is another cause for concern. There are 
several strands to this not least the profit made by the ‘fitness industry’ who could be 
seen as cashing in on peoples’ vulnerability. The idea that good health can be bought is 
the message delivered by suppliers o f nutritional supplements and health foods the 
implication being that only certain foods are good enough for health. Finally there is the 
growing market in ‘do it yourself diagnosis’. The idea here is that the public can 
measure their own blood levels as a diagnostic aid to certain diseases. An example o f 
the ineffectiveness o f these is seen in the measurement o f blood cholesterol. Having 
foimd a high level on the home diagnosis kit the consumer must then seek professional 
advice to ascertain which o f the many blood constituents o f cholesterol is high and 
which is harmful. Not only has the consumer wasted his money but the result has 
caused additional anxiety and a visit to a doctor becomes necessaiy.
11.5.2 Health Promotion in Practice.
What then do we mean by ‘health promotion in the practical sense?. The model o f health 
promotion referred to by Downie et al encompasses thr ee spheres o f activity which 
overlap. These are: health education, prevention and health protection (Downie et al,
1996). This clearly has a much wider scope than health education. A comparison with 
health education may serve to illuminate the concept o f health promotion.
Bearing in mind that the main focus o f this discussion is on participation by the public, 
an immediate distinction is evident in that health education was mainly aimed at 
prevention of disease rather than the idea of positive health. There was also a sense o f 
information being transmitted by experts to a passive public who could choose to ignore 
or accept the information given, assuming that it was delivered in a maimer appropriate 
to understanding by lay people. Two pomts are crucial to a move away fr om this type of 
strategy. The first point is that health education, whether to schools or adult audiences, 
tended to run according to a set plan, that is to say topics o f discussion were chosen in 
the context o f a progr amme o f health education. There was therefore potential for at 
least some o f the listeners to ‘switch o f f  if  the topic did not apply to them as
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individuals. Individuals were not motivated to participate even at the discussion level. 
Participation was not encouraged in many cases.
The second point is that in addition to being disease -orientated, health education also 
ignored social and political aspects o f health. In chapter 9 I referred to the problem for 
professionals o f this new initiative and I suggested that the change over from ‘doing’ to 
‘being’ was a difficult transition for many health workers and one which produced 
tension (p i69). This is what Downie et al call gratuitous intervention (Downie et al 
1996). Professionals are now expected to enable and empower the public to participate 
in health promotion. Let us consider some o f the problems attendant on this ideology. It 
is suggested that professionals could constitute a threat to the whole idea o f health 
promotion by continuing to impose their own views and values on the public. In the 
health education setting there was a tendency to address ‘the class’ or the ‘group’ or the 
‘community ‘ without acknowledging that each group comprises individuals with 
different needs, different value systems and often different cultures. Indeed some 
programmes o f health education in schools were rejected by parents o f particular 
cultures as inappropriate on the grounds o f religious belief systems.
Defenders o f a strong professional input in health promotion would argue thus: It is true 
that professionals bring with them their own value systems and beliefs and are entitled to 
do so just as the lay public are. However the difference is that the professional 
knowledge and values must be ‘better’ or superior since they have been trained in 
various aspects o f health care. If this were not the case then health could not be 
promoted in a way that would benefit the public. Since the professional is trained he is 
therefore an expert in his subject and therefore well placed to tell people what they 
should and should not do in the interests o f health. Confusion arises when advice given 
by the professional is not consistent with the actions o f suppliers o f goods. For example, 
the concept o f ‘good food’ as opposed to ‘junk food’ is frequently cited as desirable for 
the health o f all age gioups. Consumers are urged to read labels carefully in order to 
decide which artificial additives are least harmful. Here the food industry makes no 
attempt to promote health. Alcohol consumption is another area o f conflicting 
messages. Whereas health education in the past focused on the negative side o f alcohol, 
that situation is now reversed. Only one supplier of wine in the supermarket chain has
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so far included a breakdown o f units o f alcohol on its wine bottles. This would appear 
to be a far more useful way of informing the public than health educators warnings of 
the dangers o f alcohol. This argument raises a question which is beyond the scope of 
this discussion, which is, the extent to which the state should control the food industiy in 
the interests o f health.
However it is possible for professionals to direct movements in health promotion, and it 
appears that the projects which take into account the individual in the context o f his 
particular community are the most promising. One such project is the Health and 
Community Arts Project in Bristol.This includes a drama project, a photographic project 
and a visual arts project. T hese were aimed at particular groups in the community. Tire 
drama group for example, involved a mental health drop in centre, and the visual arts 
project was based in a local health centre used by women and children. This initiative 
has , according to the organisers, been highly successfiil in facilitating and encouraging 
participation (Hecht 1996). Using art to express opinions and feelings via painting, 
drawing and photography means that direct professional contact is not necessaiy all o f 
the time.
A similar idea is reflected in the Bromley by Bow area o f East London. In this centre art 
is also used as one the main projects. Others include commimity education, Bengali 
classes, youth projects and nursery facilities.
The projects are based on a philosophy o f  integration, excellence and pragmatism. Our 
aim is to create effective social change within a fram ework o f  local, private and public 
sector partnership, leading to a community o f  confident individuals who are in a 
position to engage with the issues o f  their community and bring about their own 
transformations (Mawson 1996).
The above are examples o f initiatives undertaken with the true needs o f specific 
communities in mind. The use o f the arts to encourage participation appears to remove 
the reticence if not apathy often demonstrated when the main focus o f attention is 
prevention o f disease. These projects also highlight the desirability o f involving 
different cultures in free expression o f what health means to them. It is recognised
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however that a degree o f commitment is required from professionals to act in the 
background providing support and information, and that this commitment depends to a 
large extent on the particular type o f community. Willingness o f local governments to 
sponsor activities is required as well as assistance from other organisations.
Clearly the success o f health promotion must depend on evaluation o f specific projects. 
The method o f evaluation used depends on particular area policies. This discussion has 
mainly focused on health promotion in terms o f participatory citizenship. This particular 
element may prove more difficult to evaluate than the success or failure o f preventive 
measures where for example, statistics for immunisations or mortality rates are collected 
and analysed.
Having considered several areas in which participation by the public can together 
promote the idea o f active citizenship, it is now time to draw together the other 
components o f the preferred model o f citizenship. The other components aie the role of 
the state and the market. First let us return briefly to the idea o f tensions in the systems.
11.6 Living with the Tensions In the Progressive Societv.
In view o f the presence o f tensions in the systems already discussed it is clear that such 
tensions will emerge either intermittently or continuously in any system of government 
or any model of citizenship. At this point it is not proposed to return to a discussion o f 
particular tensions but rather to work on the premise that the tensions which do exist are 
an inevitable part o f the systems. It has been stated that in the main, the presence o f 
tensions is not to be perceived negatively. Indeed as suggested in chapter 1 (p i) it is the 
presence o f these veiy tensions which can effect change. However to say this is to imply 
that change is necessarily positive. One could say, that with regard to government 
policy on welfare, there is always the temptation to fix that which is not broken or at 
least to revise the changes made by previous governments. It is as if  the mark o f any 
political party is measured in terms o f its ability to change aspects o f the system. An 




Having considered two systems o f health and welfare, and having subjected them to 
critiques by Illich and Marx, it is clear that what I have interpreted as tensions have been 
seen as flaws or even contradictions by others. Were we to follow this line o f negativity 
in which flaws were the issue, then frequent change might be justified. If  we follow my 
own proposition o f tensions, however, the idea o f change appears in a different 
perspective, one which denies the desirability o f change for its own sake. This denial of 
the desirability o f change seizes to strengthen my argument for the presence o f tensions 
in the system and for the necessity o f such tensions. It is a fact that both the American 
system and the British system are open to ongoing criticisms. In the case o f America 
this is justified in view o f the evidence analysed which revealed substantial 
shortcomings in the systems o f welfare and health (Ch.7). In the case o f Britain the /
criticisms are less obvious but nevertheless evident (Ch. 8). Is there then a case for
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saying that the changes initiated by successive governments have been for the best or 
have they merely been change for the sake o f change? Had the Conservatives not taken 
office in 1979, for example, would the Welfare State have failed as predicted ? Had 
New Laboui* not anived recently would the National Health Service have tlnived as a 
market" based strategy as intended by the Conservatives?
In considering the changes brought about by the Thatcher government it is clear that this 
action was not in keeping with the policies and philosophy o f traditional conservatism. 
If the meaning o f ‘conservatism’ is meant to imply the idea o f ‘conservation’ i.e not to 
change things, then the New Right have departed from early conservatism (Honderich 
1993). At a superficial level this is plausible enough but the coimter argument would be 
to immediately point out the many shortcomings o f the Welfare State as part o f the 
collectivist ideology which persisted until the mid nineteen-seventies. In other words 
the conservative government saw the idea o f radical change as a saving mechanism and 
that given the financial problems o f welfare the changes were necessaiy as well as 
desirable. O f course this argument cannot hold since the evidence shows that a major 
defining factor in the changes in the Welfare State instigated by Mrs Thatcher had a 
strong moral foundation. By this I mean that it was the concept o f the reality o f a nanny 
state, a dependency culture and an entitlement society which was the driving force 
behind the changes.
Clearly the conservatism o f the Thatcher government constitutes a departur e from the 
idea o f conseiwatism as written o f by Edmund Burke. In his Reflections on the
Revolution in France in 1790 he s a id ................Change is novelty, and whether it is to
operate any one o f  the effects o f  reformation at all or whether it may not contradict the 
very principle upon which reformation is desired, cannot be certainly known 
beforehand. ( Burke 1790).
Applying this statement to recent changes in health and welfare services one can see that 
the changes made were the begimiing o f a contradiction o f the original intentions of 
Beveridge and Bevan.
It s clear that systems o f health and welfare provide the material on which governments 
generally, and politicians in particular, can raise public awareness about the delivery o f 
sei'vices and at the same time draw attention to their own agendas. In the American 
system we saw a great effort by President Clinton to radically change the system o f 
health care. It is not known how much o f this effort, which ultimately failed, was part o f 
an election campaign. One could say that even if  this were the case it is irr elevant since 
the Bill proposed was a vast improvement on any previous scheme. The proposed 
changes in this case would have improved the situation o f many citizens (p i 34).
Welfare by contrast was reformed rather than changed and it would appear that the 
reforms, while successful in the eyes o f the government, may not be perceived in the 
same way by citizens. I refer to the Workfare schemes and removal o f benefits in 
specific states which came about as a result o f the 1996 Welfare Bill (pl27).
While not all the changes instigated are beneficial in the longterm there may be a case 
for saying that the rate o f change maintains the disequilibrium or tension in the systems 
which I have suggested is mainly positive. The fact that the changes usually reflect the 
particular political ideology o f the government in power at any given time enhances the 
maintenance o f disequilibrium. The belief by politicians that their particular mode o f 
change will be effective or remedial is the means by which votes are obtained and the 
citizen is kept in constant expectation o f better things to come.
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11.6.1 Devising a Model for Active Citizenship.
My discussion o f citizenship so far has concentrated on the idea o f active citizenship, hi 
addition three philosophical models were analysed in chapters 2, 3, and 4. The concept 
o f citizenship itself in terms o f its history has been confined to an Appendix in order 
that its factual nature might not detract from the central argument. This argument, it will 
be remembered , was to arrive at a conclusion that the Neighbour -Centred Model would 
be chosen as the most appropriate for the practice of citizenship.
In focusing on the concept o f the ‘active citizen’ the idea o f participation has been 
analysed in terms o f its practical application within health and welfare systems. One 
dominant theme is evident throughout each aspect o f participation discussed. The 
concept o f ‘ neighbour’ emerges at every level. Under the mnbrella o f voluntarism came 
the concepts o f self-help, mutual aid and voluntary organisations. Each o f these was 
identifiable with the ‘zealous citizen’ spoken o f by Douglas Hurd and the potential for 
involvement in the ‘little platoon’ (Hurd 1988). The concept o f neighbour is central to 
this idea.
All o f this is leading in the direction o f a pluralist approach in which all o f the groups 
previously analysed are represented. We must now consider where the institution o f the 
state fits into this scheme. Avoidance of state monopoly must also assume the 
desirability o f a role for the market. We will then have a design o f many parts and the 
role o f each will contribute to the overall vision o f a particular model of citizenship, in 
this case a Neighbour -Centred Model. The role o f the state within the Neighbour - 
Centred Model o f Citizenship is difficult to define. As already stated two extremes 
must be avoided. These extremes are on the one hand the ‘nanny’ state, a label 
attributed to the collectivist-based ideology of the early Welfare State and at the other 
extreme is the minimal state or ‘night-watchman’ state described by Nozick and others 
(Nozick 1996). These could loosely be seen to correspond to the collectivist and 
individualist ideologies, hi order to analyse the possibility o f a middle way between 
these two extremes it is relevant to explore what the perceived role o f the state should 
be. In other words what should be the relationship between the state and the citizen.
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What should the citizen expect from the state and what expectations should the state 
have o f the citizen ?
In Part One o f this thesis reference has been made indirectly to various types o f state. In 
chapter 2 within the context o f individualism the philosophy o f Locke was used to 
demonstrate a particular view o f propeity rights. In chapter 3 the work o f Hegel showed 
how a view o f communitarianism placed the individual in a relationship with the deified 
state. The concept o f the supremacy o f  ‘community’ was evident in this view and there 
was a sense o f merging o f the community and the state. Finally in chapter 4 
consideration was given to a imique type o f state which some describe as totalitarian and 
others as utopian. This was The Republic o f Plato. Although these thi*ee models were 
used as a means o f identifying tensions which were later illuminated in chapters 9 and 
10, the idea o f particular political ideologies was implicit in each model. Bearing these 
facts in mind and remembering that the preferred model was the Neighbour-Centred one 
let us now consider the role o f the state and other factions within this context, the overall 
flavour o f which is a pluralistic view. This can best be achieved by an analysis o f the 
concept o f  pluralism. However a degree o f caution is required in the use o f the teim  
pluralism as we shall see.
1:
11.6.2 The Idea o f Pluralism.
■■ j i
Pluralism is yet another o f the terms discussed within this thesis which is ambiguous. 
Unlike other ambiguous teims such as ‘community,’ the term pluralism is more elastic 
and certainly when an attempt is made to define ‘pluralism’ difficulties emerge. In 
chapter 3 a similar problem arose with respect to ‘community’ and ‘communitarianism’ 
but it would appear that the term ‘communitarianism ‘ is more easily interpreted as 
clearly dealing with ‘communities, whereas ‘pluralism ‘ is vague and uncertain. It is 
therefore crucial to state what the idea o f  ‘pluralism’ tries to convey in a given argument. 
In attempting to unravel the many uses to which ‘pluralism ‘ has been subjected it is 
anticipated that a workable version can be isolated which would be satisfactory in teiins 
o f compatibility with the model in question.
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Literally translated pluralism means a belief in more than one entity or a tendency to do 
more than one thing (McLean 1996). Power is distributed across a wide range o f groups 
and the government has the status o f intermediary (Johnson 1987). This more or less 
refers to the political sense o f pluralism with which I shall mainly be concerned. 
However there are other types o f pluralism which are indirectly relevant to my 
discussion. I shall therefore discuss pluralism in the following order: 1. Philosophical 
pluralism, 2. Ethical plmalism and 3. Political pluralism.
1. Philosophical pluralism, sometimes labelled epistemological pluralism, tends to be 
associated with the idea o f pragmatism o f which John Dewey was a proponent in the 
United States and Schiller in the United Kingdom. The focus here was the application 
of ideas and the notion that these ideas were plans o f action. All knowledge and ideas 
were subject to criticism so there was no absolute solution to problems. In the work of 
Dewey this pluralistic view was contrasted to the monistic view o f philosophers such as 
Hegel (Vincent 1987). This latter point i.e the distinction between a pluralistic as 
opposed to a monistic view is relevant to my particular vision o f the states role. The idea 
o f a monistic role for the state will be rejected as will the idea o f a minimal role (p234).
2. Another type of pluralism identifiable is ethical pluralism which is the diversity of 
ethical goals pursued by various groups. These groups could be cultural in which case a 
variety o f customs, beliefs and behaviours are evident. It is this sort o f diversity which 
has given rise to the idea o f a ‘plural society’ (Vincent 1987). In his essay On Liberty 
Mill emphasises the need for individuals to hold opinions and to be free to express such 
opinions (Mill 1859). The fact that men may not be in a position to act on these 
opinions is accepted.
3. Political pluralism is o f particular interest since this focuses on the idea o f the 
importance o f groups in society. The individual’s allegiance is to the group rather than 
the govermnent. The groups in question might be a church, a club or a union. If  we look 
at the histoiy o f British pluralism we find that a major influence came fr om Otto von 
Gierke whose contention o f the supremacy o f groups was taken up by Maitland, Figgis 
And Laski. The basic thrust o f Gierke’s argument was that the group has a will and a 
personality o f its own and that it is capable o f inventing its own laws and rules (Gierke
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Otto von 1900). This idea o f attaching the notion of personality to groups, associations 
and even the state itself again stems from Gierke whose interest was not confined to 
Germany but to the whole o f Europe. It involved a particular type o f study into the way 
in which groups in the widest sense behave in society (Runciman 1997). The idea of 
the personality o f groups was further expanded by Figgis who favoured in particular the 
small group or association, usually religious in nature. Figgis however denied the idea 
o f the state as having a personality since he did not believe that the state was just another 
group in society (Nicholls 1975).
The significance o f the now out-dated idea o f the personality o f the group in the context 
o f the overall picture o f citizenship is that it demonstrates the power o f groups, be they 
voluntary or statutory, to act in certain ways. This could be perceived both positively 
and negatively. The negative potential for group personality would be similar to the 
closed shop mentality o f the bureaucracy. On the positive side the perception o f group 
personality assumes solidarity between the members so that any cause can therefore be 
strengthened.
Particular aspects o f political pluralism within groups is attributed to particular 
historians in particular countries. In Britain for example the notion o f pluralism was 
seen in the Guild Socialist Movement. The Movement had two major objectives. The 
first was that the main ownership of the means o f production should be transferr ed to the 
community. The second was to curtail the power o f central government to a minimal 
level Wasserman 1944). Although these organisations were greatly admired for their 
self-regulating, self- reliant mentality they had nevertheless an element o f exclusivity 
which portrayed the whole notion o f ‘group mentality’ in a negative light as I have 
suggested in chapter 3 (p45).
hi France the Syndicalists demonstrated political pluralism. This was o f course a 
predominantly Marxian structure which fought an ongoing battle against capitalist wage 
systems, the main argument being that capitalism had destroyed individual pride in work 
and the product of this work. The syndicalist must therefore rely on him self and his co­
workers to organise themselves into union structures which would enable the group to 
fight against employers and the state (Wasserman 1944).
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From the discussion so far it can be said that the whole idea o f political pluralism 
appears to be fragmented and that the main strength emerging is the supremacy of 
groups within society and their ability to make decisions within the context o f 
communities. There are two other areas o f importance propounded by pluralists, and 
these are the idea o f liberty and the rejection o f the sovereign state. As far as liberty is 
concerned, this was seen as being attained only within the context o f the group. The 
idea was that citizens who are treated as responsible people are more likely to develop 
further responsibility and that human personality develops best when citizens can choose 
how to live their lives (Figgis 1914). The implication in the writings o f many o f the 
English pluralists seems to be that fi eedom is seen in terms o f a particular place in 
society for the group which should not be seen as subseiwient to the state. One o f the 
criticisms of pluralism is its lack o f expansion o f the meaning o f liberty and a pre­
occupation with securing it (Vincent 1987).
The other important ingredient o f pluralism was the idea o f the rejection o f the 
sovereign state. It cannot be said with certainty however that this was always the case.
It is more likely that it was particular aspects o f sovereignty which were rejected. It was 
the law as part o f the sovereign which was rejected. The pluralist view was that the law 
originated in the community or group and the state must therefore respect this situation 
(Vincent 1987). What pluralists wanted was a change in the perception o f the sovereign 
state. This was because o f the fear o f moral sovereignty which proclaimed that the state 
existed for the good off all citizens an idea which was unacceptable to many pluralists. 
(Nicholls 1975).
Overall the analysis o f pluralism emerges shows it to be weak. Vincent has summarised 
this succinctly.
1. There is no strong theoretical (political or otheiwise) basis to the idea o f pluralism. 
It has been a ‘tendency ‘ rather than a theory (Vincent 1987).
2. The majority o f pluralist writers were not political philosophers.
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3. The idea o f promoting the self governing group in favour o f the interventionist state 
does not work largely because there is not clear explanation or agreement on the states 
role (Vincent 1987).
Precise details o f pluralist perceptions in both countries is beyond the scope o f this 
discussion since the main interest here is discover the strengths and weaknesses o f the 
doctrine. The objective is to discover whether a pluralistic view generally might be 
compatible with active citizenship.
11.6.3 A Variation o f Pluralism for a Model o f Citizenship.
Recognising the weakness o f some aspects o f pluralism, it is nevertheless possible to 
incorporate a pluralistic view o f the state into a model o f citizenship. For the purpose o f 
the Neighbour-Centred Model it is clear &om previous discussions that the idea of 
groups is desirable for such a model. The analysis of the idea o f voluntarism 
demonstrated the potential within this broad sector for participatory citizenship. The 
idea o f groups is also central to a communitarian view. The crucial issue which must
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What is also clear from the above analysis is that there is lack o f agi'eement between 
individual pluralists on many issues.
Finally there appears to be no recognition o f any undesirable elements o f ‘groups’ in the 
sense outlined by pluralists. For example the exclusivity o f communities which I 
referred to in chapter 3 (p48) has not been discussed, yet there seems to be potential for )
such exclusivity within pluralism. There is also the potential for uneven distribution of 
power between groups which the state would normally protect against.
As stated above there is a difference in perception o f pluralism between America and 
Britain. The above discussion has mainly concerned Britain. The American version o f 
pluralism tended to be describe American politics (Nicholls 1974, Vincent 1987). This 
can be traced to Madison who was a strong proponent o f pluralism and in particular the 
idea o f factions or interest gi'oups. The function o f government was seen as protectmg 
the freedom of such groups (Dahl 1956).
now be decided is the part to be played by the state. If we were to agree with some of 
the pluralist arguments presented above then the state would have a minimal role and 
political power would be dispersed. The problem with this would be that the potential 
needs of some members o f society would be neglected. The possibility o f an elite power 
structure which would favour certain gi'oups over others could not be ignored.
In the context o f the Neighbour-Centred Model o f Citizenship already proposed we 
require a pluralistic view o f the state. If  this is so then a specific meaning o f pluralism 
must be chosen. But the chosen meaning would incorporate a stronger role for the state 
than is usually implicit in plmalistic theoiy. Such a meaning would oppose the idea o f 
the ‘nanny state’ , This perception is less difficult to accept if, in addition to the state |
and the various participatory groups, the market is included in the vision o f a model of 
citizenship. Apart from its other functions the state must oversee the workmg o f the 
market system. Before going on to discuss the market we must clarify the situation o f 
the role of the state. One way o f deciding this is to eliminate those views o f the state 
which would be seen as inappropriate. It has already been decided that the collectivist 
/interventionist state in which the Welfare State functioned in its early years, is 
inappropriate for the practice o f citizenship. It is agreed that there is some accuracy in 7
the charge o f the dependency culture. The role o f the state in welfare is envisaged as :%
being complementary to other groups such as the voluntary sector and the market. It is 
further acknowledged that this does not in fact depart dramatically from Beveridge’s 
particular philosophy. It will be remembered that he was a ‘reluctant’ collectivist 
(George and Wilding 1976). He was reluctant in that he appreciated the ‘good ‘o f the 
market but nonetheless decided to join the current trend favouring extensive intervention 
by the state. He was also an ardent believer in the role o f voluntarism in society (Ch.8.2).
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The discussion o f American welfare and health reflected an individualist ideology,
implicit in which was the idea o f minimal state action. The analysis o f welfare and
health care brought out the shortfalls o f minimal state action as manifested in an I
inability o f many citizens to obtain the care which they require.
I
What is required therefore is neither the minimal nor the strongly interventionist state.
The pluralist view outlined above appears to fulfill this vision. In other words the
concept o f groups is seen as vital but only in the context o f the strong state and the 
supeiwised market.
The possibility o f an intermediary role for the state is seen as consistent with the ideas 
outlined. The idea o f intermediary bodies generally is central to the notion o f pluralism. 
Let us consider these in more detail.
11.7 The Concept o f Intermediary Bodies.
The idea o f the intermediary is relevant to several aspects so far discussed. The issue is 
introduced at this point rather than at an earlier stage because it is proposed to consider 
the term in a general sense, ie the one it which it is ordinarily used, and in a more 
specific sense i.e the idea o f the government as an intermediary. Since there is relevance 
both to the whole idea o f groups and pluralism and to the state, it provides a means of 
linking these two elements. In view o f the fact that a Neighbour-Centred Model of 
Citizenship is envisaged then the concept o f some co-ordinating factor between the state 
and the citizen is applicable. The concept o f intermediary has already been introduced in
the Neighbour-Centred Model in the context o f the Hegelian philosophy ( p20).
It appears that there are various means o f employing the idea o f the intermediaiy body 
within the context o f citizenship. This could be perceived as a passive sense of 
citizenship or more optimistically an active sense o f citizenship. It has already been 
noted that the concept o f ‘active’ citizenship is interpreted differently by politicians, and 
so when the idea o f intermediary associations is raised this too can have either a 
superficial meaning or a deeper one. Returning once more to the Tittle platoon’ there is 
little doubt that Douglas Hurd meant small local groups in which citizens could involve 
themselves in some form o f voluntarism. It is unlikely that he intended his statement to 
mean political participation o f any kind (pl95). There is a clear cut off point here I
between activity and passivity o f citizenship that is between political and non-political 
involvement.
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For the purpose of this discussion however it is active citizenship which is 
recommended. This will necessarily mean a degree of activity beyond the local charity. 
Indeed it has already been demonstrated that in the context o f welfare and health systems 
there are many avenues o f potential for both political and non-political participation. 
What is important is the availability o f opportunity for participation within the 
community. Clearly individuals must choose their degi'ce o f personal involvement and 
as stated earlier (p i95) there is room in the system for chosen passivity by some citizens.
In considering the intermediaiy body we must return to the voluntary sector to observe it 
in action. Within the context o f voluntary organisations a distinction is drawn between 
local and national inteimediaiy bodies. These bodies form a co-ordinating role between 
the voluntaiy organisation and the government. Examples o f the foiiner include Rural 
Community Councils and Councils for Voluntary Service and the local rural Councils of 
Social Services in Scotland. The main function o f the local intermediary body is to 
provide a range o f facilities and services to the voluntaiy organisations. They are not 
usually involved in the direct delivery o f  services to the public. They act on behalf o f 
the organisations in areas o f publicity, provision o f training courses and liaison with the 
statutory sector (Wolfenden 1978).
At national level there are several statutoiy intermediaiy bodies which include The Arts 
Council for Gi*eat Britain, the Housing Corporation, The Commission for Racial 
Equality and many others. In addition to the functions outlined for the local intermediaiy 
gi'oups the national bodies also have a regulatory and funding capacity.
The concept o f the intermediary body within the voluntary sector is but one example of 
the idea o f a functioning link between the government and the organisation. In the 
context o f participatory citizenship there are also groups whose function is that o f 
intermediary. These allow citizens to be involved as neighbours within the community.
Tenant groups and neighbourhood watch groups form a citizen link between an authority
';ïwithin the statutory sector such as the police or the housing sector. The two key issues 
involved are the concept o f neighbourliness and the idea o f representation. In other 
words small groups o f interested citizens sei*ve as representatives o f the majority in the 
interests o f the community.
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There is another sense in which the concept o f intermediary is relevant to citizenship. 
This is the idea o f the government as a moral intermediary (Downie 1964 ). It is 
assumed that the role o f the state will include the protection o f its citizens via the legal 
and statutory systems. This protective function is expected o f the government by 
citizens. The citizen in turn is expected to comply with particular laws relevant to his 
particular country. This a very limited view o f the relationship between the state and the 
citizen. To the extent that the government is seen as enabling citizens to live 
harmoniously then it, the government, has another function. This role is a representative 
one in which the government acts as an intermediary. I do not mean representative in 
the sense o f an ambassador or diplomat although this is indeed an important role in 
foreign affairs politics. Griffiths has distinguished various senses in which the idea of 
‘representative’ is used.
1. Symbolic representation is the kind o f representation in which , for example, the 
monarch represents the majesty of the state.
2. The sense o f ascriptive representation is the sense in which someone represents 
another person legally (Griffiths 1960). Tliis is also the sense in which the government 
acts as an intermediary. The way in which the govermnent does this is in the 
representation o f the interests o f the people. Just as the various groups previously 
described rely on an intermediary body to represent their views to the local authority so 
the government itself can act in a similar way. In practical terms this representation may 
take the form o f one politician representing citizens in a particular geographical area.
The significance o f this role in the context o f citizenship is that it demonstrates a degi'ee 
o f cohesion and cooperation between the citizen and the state.
The role o f the state is further illuminated in the context o f the market to which I now 
tum.
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11.7 The Market and Citizenship.
The role of the state has been discussed to some extent under the idea o f pluralism. 
However for the purpose of deciding on its involvement within the Neighbour-Centred 
Model it is necessaiy to maintain constant links between it and the market. This is 
because there is a sense in which neither the state nor the market can be isolated &om 
each other. By this I mean that if  the two are to work alongside each other the idea of 
interpreting them as opposing interests is inadvisable. This departs from the traditional 
state versus the market theory which is often found m economic accounts o f welfare 
distribution. These accounts often focus on the failure o f either the state or the market 
with little promise o f cohesion between the two. It has been suggested that the failure of 
economists to analyse the operation o f the state as well as the market has resulted in a 
weakness o f economic justification o f the public sector (Heald 1983). The fact remains 
that markets cannot function without the state because they must be governed by the 
legal system as a protective agency against unscmpulous persons (Downie and Teller 
1980).
In considering the role o f the market within the concept o f a Neighbour -Centred Model 
o f Citizenship it is acknowledged that, as in the case o f the state, a major determining 
factor o f how this is perceived is dependent on its influence on health and welfare 
systems. We are therefore concerned with this particular element o f markets rather than 
a purely economic or political stance. It is recognised that the economic view cannot be 
ignored and will therefore necessarily be refeiTed to , However an in depth analysis of 
economic market theoiy is beyond the scope o f this discussion.
11,8.1 The Meaning o f Markets.
Central to the concept o f  the market are the ideas o f production and consumption. These 
areas have been discussed in the context o f a Marxist critique on welfare (pi 83). For the 
purpose o f this discussion there are other features o f markets which are relevant. These 
are; price, choice, com petition, and redress.
!
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A market is in essence, a self-regulating, self-correcting system in which supply and 
demand and profit and loss are said to allocate resources more efficiently and therefore 
solve the perreneal economic problem o f  scarcity better than any known alternative 
(Barry 1993).
However very few people would wish the market to be involved in all o f the resources in 
life. Even the strongest proponents o f markets see a role for the state. A cynical view of 
this might be to say that only the areas in life which have no price-determining 
mechanism should be excluded from the market. These seiwices should therefore be left 
to the state to organise.
The concept o f price is o f central importance to the market philosophy. As Charles 
Handy points out - anything that is unpriced is ignored by the market. The environment 
is the most obvious example. Air is free  so we use it and pollute it, without penalty most 
o f  the time, likewise the oceans. What is not owned is not priced, and therefore cannot 
be included in any calculation (Handy 1997).
The idea o f price also reflects the way consumers regard commodities. An element of 
this is seen in the trickle -down effect which has been put forward by pro-marketers 
since the time o f Adam Smith. This again is related to the idea o f price-setting. It 
means that under the market people’s living standards rise more quickly than under any 
other system. It is based on the belief that what the rich have today will eventually 
trickle down to the poorer members o f society. It also means however that what is 
perceived by the rich as a luxiuy today will no longer be so tomorrow. In effect the rich 
will get richer and the poor will struggle behind (Hoover and Plant 1989).
The idea o f choice has already been discussed within the context o f a Consumerist 
Model o f Citizenship (Ch. 2, p37). Clearly the idea of choice is attractive to the 
consumer since this gives him a degree o f control over goods. In the context o f health 
care in Britain at least, as we saw in chapter 11.1.4, in spite o f the Patient’s Charter and 
the introduction o f market forces, choice is limited. It is limited in terms o f services and 
in terms o f treatment. (p200). It was obsei-ved that the element o f choice was a major
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selling point for the introduction o f market forces into public services (p37 ). Apart 
from the apparently superficial nature o f choice as expressed in documents such as the 
Patient’s Charter there is another aspect of choice which may be a cause for concern in 
the context o f deliveiy of services. In the context of community care, individuals who 
choose to opt for home care as opposed to institutional care may put undue pressure on 
carers especially families (Le Grand and Bartlett 1993). This problem is exacerbated by 
the lack o f back-up services and support for home-carers. While the idea o f choice may 
be attractive the practicalities o f implementing it may be problematic.
The idea of competition within markets can be perceived as both beneficial and 
restrictive. The argument competition usually focuses on elements such as incentive, 
inducement and quality o f services or products. Clearly a competitive element will 
provide an incentive to succeed and the motivation to improve a particular good or 
service. Having more than one source fi'om which similar goods can be obtained 
allows the consumer to shop around and choose the best option available. This it is felt 
results in a higher standard o f goods and services than would be the case if  only one 
source were available fiom which to obtain the goods in question. It is the lack of 
choices on the supply side which induces others to set up new businesses thus increasing 
the likelihood o f improved standards and quality for the consumer.
The competitive element o f the market is also seen as part o f the enhancement o f the 
entrepreneurial spirit o f motivated individuals. This particular aspect was promoted 
strongly by the Thatcher government with its emphasis on the hard-working self-reliant 
individual (p i 50). It is also crucial to the notion o f consumer sovereignty in America.
In the context o f welfare and health services the idea of competition is not always 
beneficial. This o f course depends on the kind of market involved and the kind of 
system in operation. In Britain the purchaser provider scheme recently introduced into 
health care has resulted in districts competing against each other for seiwices and in 
some cases patients are in competition for particular services (p37). In the American 
system on the other hand we saw that the market worked well for those who could 
afford it. The problem was that those who could not afford it, and this included self- 
employed people as well as those on low incomes, had no available alternative. Only
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the very poor and those meeting particular criteria were eligible for Medicaid. This 
particular aspect o f the market is criticised frequently because it is felt that it results in 
an unequal distribution of goods. Defenders of the market reply that it is competition 
which provides the motivation for individuals to try harder both from the point o f view 
of character building and as an incentive for others to do the same.
Closely related to competition is the notion o f self-interest which promotes an ‘every 
man for h im self doctrine. This is more often seen as a criticism althougli in the United 
States it is seen as part o f the hard-working self-reliant individuality o f that culture.
Hirsh saw the self-interest component o f the market as one o f the frmdamental problems 
o f the market ideology. He argued that the so-called invisible hand theory has been 
destroyed by this self-interest (Hirsh 1977). But not eveiyone agrees either that the 
market peipetuates self-interest or that self-interest is necessarily intrinsically negative. 
As previously stated the self-interested nature o f individualism is regarded by 
individualists as essential to the good o f others in addition to themselves. This kind o f 
argument has its basis in the invisible hand theory. It is not known exactly what this 
literally means i.e whether it is the hand o f God or some other divine force. It is 
fr equently used in the context o f discussions on the market to convey the idea that a 
certain unintended outcome often results fr om individual action. The phrase was 
introduced by Adam Smith as a metaphor for the working o f the market (Smith 1776).
In relationship to the market this means that although an individual may not set out to 
help anyone but himself, that in so doing, somehow in this process, others also benefit as 
a result o f his action. Nozick subsequently used the same argument to produce his 
concept o f the ultra minimal state. He also referred to hidden hand explanations which 
were seen as opposite to invisible hand where unintended, accidental or unrelated events 
occur as a result o f intentional design (Nozick 1997).
The final element o f markets to be addressed is the notion o f redress. This is part o f the 
idea o f consumer satisfaction. Infoiination is an important ingredient in this context.
The success o f the market depends on information at every level. Providers and 
purchasers must have access to information regarding pricing, quality and consumer 
satisfaction. Feedback fr om users o f goods and seiwices is therefore crucial. In pure 
market systems this is taken seriously and much attention is paid to market research and
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satisfaction surveys. If  this aspect is neglected then openings are provided for others to s
fill the gap and provide cheaper/better services.
The idea o f redress like that o f choice is limited in the context o f health and welfare in 
Britain. Although the market system has not been in force for long enough to measure 
progress it is clear that there are currently limited means o f redress. Within the quasi­
market structure which I shall address presently this is an area yet to be expanded. While 
the Patient’s Charter provides some avenues for complaints against institutions and 
professionals, the degree to which these complaints are adequately dealt with is 
uncertain. Because o f the uncertain status o f the market in welfare there may be a 
reluctance on the part o f users o f services to make complaints and a corresponding 
reluctance by professionals to encourage it.
Let us now consider the quasi-market in more detail.
Within the Welfare State the idea o f markets remains controversial. This may be partly 
historical in that one possibility for the evolution of Welfare State was to overcome the 
inadequacies o f the laissez-faire market system (p39). Egalitarianism, greater equality 
and social justice were all cited as reasons why the Welfare State might have been able 
to overcome the perceived flaws o f the early laissez-faire system (p34). Each o f these 
aspects individually and collectively have been the centre o f debate and argument since 
the Welfare State evolved. The question arose as to extent to which did the Welfare 
State alleviated the apparent inadequacies o f the market. Later the idea o f efficiency was 
added to the argument and this provided a firm reason for the réintroduction o f market 
forces into welfare in the Thatcher years.
In chapter 8 I referred to the introduction o f the market in some detail and the way in 
which this came about as a result o f the Griffiths’ Enquiry (p i 48). What resulted was a 
change in the organisation o f services so that state financing o f services was retained 
while the system o f delivery o f services was altered. This occurred not only in the health 
service but also in education, housing and the personal social services. The idea was a
that a quasi market status would evolve and not a pure market. This meant that the 
financing o f services would remain in the hands o f the state but there would be a radical
1
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change in the way the services were provided (Glennerester and Le Grand 1994). This 
quasi- market status was eventually included in the 1990 National health Service and 
Community Care Act as the way forward for the future. This change also constituted a 
departure from the previous position o f the state as provider and financier o f seiwices. In 
addition to the hope o f improved efficiency o f services there was also the desire do 
withdraw power fr om the bureaucracies. The actual mechanism o f the purchaser 
provider system will not be reiterated here. Instead I shall be concerned with the 
thinking behind these moves in terms o f their success or failure to date.
The idea o f a quasi-market is a relatively new phenomenon in public services. It must 
be distinguished fr om other types o f market, for while there are similarities with the pure 
market there are also differences. The use o f the adjective ‘quasi’ indicates that this 
particular type o f market differs from the conventional one. These differences are both 
on the supply side and the demand side. Whereas in the conventional market 
organisations supplying seiwices are privately owned this is not necessarily the case in 
the quasi-market, nor are the organisations necessarily interested in profit. There is still 
however, an element o f competition between suppliers. On the demand side the ideas o f 
conventional markets are still in place though they are expressed differently. For 
example in the quasi-market pre-determined budgets are decided upon such as those 
held by General Practioners. In other words money does not change hands between 
consumers and budget holders. Sometimes voucher schemes are in operation as for 
example existed in pre-school care in the late nineteen eighties (Le Grand and Bartlett 
1993).
Even from this basic description it is clear that the idea o f the quasi-market is complex 
and uncertain. What then was the justification for their introduction into health and 
welfare services?
One o f the most frequently used arguments for introducing quasi -markets has been that 
this would achieve cost reduction o f public services. This has not happened and there is 
evidence to confirm that National Health Seiwice spending increased in the first years o f 
the quasi-market (Glennerester and Le Giand 1994).
1.
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The whole question o f the concept o f market forces in welfare and health seiwices 
focuses attention on what we might call the morals o f markets. Much criticism has 
emerged on just that issue in relationship to health care in particular. This criticism, 
however would be justified in a pure market system as is almost the case in America.
To the extent that the state continues to finance the seiwices in the quasi-market 
structui'e, there is then the implication o f state control o f the market. On the other hand 
there may be a lack o f commitment by professionals and other workers to the idea o f a 
market in welfare services. This point is particularly relevant to the British National 
Health Seiwice. It would appear that in order for any kind o f market status to be 
acceptable there would have to be a change in attitude to and perception o f the m ark e t. 
Given that the basic assumption behind the setting up o f the Welfare State was free 
services for all then the first hurdle to overcome would be the idea o f profit. Since the 
introduction o f the market into welfare was to all intents and purposes imposed on the 
system by the government, there is likely to be a half-hearted response on behalf o f 
professionals. Although we have already ascertained that profit was not part o f the 
quasi-market system neither the public nor the professionals may appreciate this.
In spite o f the obvious deficiencies o f the market it is nevertheless possible to 
incorporate a market system into welfare states provided that it is carefully monitored 
and controlled. The American analysis also showed that such a system works for those 
who can pay for health care. On the other hand there were negative connotations for the 
poor in American society (p i25). In Britain the introduction o f market-based strategies 
into the health service by the 1979 conservative government was met with disapproval 
initially. The idea o f a pure market system is not seen as appropriate but a situation in 
which the state acts to protect citizens against the shortcomings of the market may be 
appropriate. The case for including the market in the proposed model o f citizenship 
rests on the possibility that the presence o f a market would eliminate the overly 
inteiwentionist state and at the same time allow motivated individuals to develop and 
expand creative and business instincts. This would make room for New Labours vision 
o f the social entrepreneur.
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11.9 C onclusions
1. This chapter has been concerned with the idea of citizenship with a view to 
formulating a workable model based on the Neighbour-Centred Model from chapter 3. 
To this end a detailed analysis o f the concept o f participation has been carried out. 
Various avenues have been explored via which citizens can participate in health and 
welfare services. It is acknowledged that while the ideas o f participation is linked to the 
label ‘active citizen’ by all political parties, this label is subject to inteipretation and can 
be perceived narrowly or broadly.
2. One o f the means by which citizen participation can be encouraged is under the 
broad heading o f voluntarism. This includes voluntary organisations, self-help groups 
and community health councils. An earlier form o f participation which had a significant 
influence on the setting up of welfare services was the University Settlement. This 
movement demonstrates the potential not only for active citizenship but also for 
promoting the spirit o f community among all classes. No attempt has been made by 
recent governments to re-instate this movement despite the obvious need for such a 
service.
3. One of the areas o f importance for health care in terms o f participatory citizenship is 
the health promotion movement. Although this does not fit neatly into the same logical 
category as other avenues o f participation, it was in fact instigated in order to increase 
patient/client involvement in their own health and welfare. It also aimed to remove 
responsibility from the professionals and place it in the hands of the individual. The 
success o f this venture may not yet be measurable by any meaningful statistics, but what 
can be said is, that professionals generally have infiltrated the scheme to a greater extent 
than is desirable.
4. The relevance o f the whole idea o f participation and active citizenship lies its 
potential to enhance a vision o f the Neighbour-Centred Model. The concept of 
‘neighbour’ was therefore evident tliroughout each aspect o f participatory citizenship.
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5. In seeking to find an acceptable role for the state within the Neighbour-Centred 
Model it was concluded that a variation o f the pluralistic view o f the state would be 
appropriate. In doing so the idea o f the ‘nanny state’ and the ‘night watcliman’ state 
were rejected. This was because neither the strongly inteiwentionist state nor the minimal 
state were seen as providing a potential role for all the factions o f voluntarism discuss. 
Problems were noted within the concept o f pluralism mainly relating to the weakness of 
it as a political theory. Nevertheless it was decided to use this as a basis o f a role for the 
state in which the market should also be represented.
6 . The discussion of markets was aimed at discovering whether there was a viable role 
for any kind o f market within health and welfare services. Having explored the positive 
and negative aspects it was concluded that in spite o f many shortcomings the market 
should be included in the desired model o f citizenship. A distinction was drawn 
between conventional pure markets and the quasi-market. The latter has recently been 
introduced into public services including the health service. The success o f the quasi­
market system has yet to be revealed. At worst it appears to be a cumbersome and 
bureaucratic structure if  general practitioner budget holding is held as an example. At 
best it provides limited choice to patients and clients thus moving away from the 
monopolistic state-owned, state- run and state-defined delivery o f seiwices.
7. The idea o f tensions was revisited briefly. Having focused on general tensions and 
specific tensions in preceding chapters conclusions were drawn about the presence o f 
tensions in the systems. These conclusions maintain that tensions are an inevitable part 
o f systems o f health and welfare and may contribute to positive change. For this reason 
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FINAL SUM M ARY AND CONCLUSIONS
This thesis has focused on three main issues. These are:
1. The concept o f citizenship,
2. Health and welfare systems and
3. Tensions within systems o f welfare and health.
Each o f the eleven chapters has drawn seven main conclusions based on selective 
reviews and extended discussions o f early and recent literature on the concepts listed 
above. In this section an attempt will be made to draw together the main conclusions 
and to focus attention on the central arguments.
At the core o f the analysis o f the three philosophical models o f citizenship was the 
citizen in three different guises. These were: the citizen qua consumer, the citizen qua 
neighbour and the citizen qua client. From an exploration o f these three models it 
emerged that the most acceptable for the practice o f modern citizenship was the 
Neighbour -Centred Model. But there were problems to be overcome. The analysis of 
Community and Communitarianism uncovered the traditionally exclusive nature of 
communities. The element of fraternity was seen as restrictive and was therefore 
replaced by neighbourly solidarity. Although the Neighbour-Centred Model was the 
most appropriate for the practice o f citizenship, the other two philosophical models i.e 
the Consumer-Centred Model and the Client-Centred Model also revealed aspects o f 
citizenship which must necessarily work in tandem with the prefeiTed model. This 
means that while the communitarian view is upheld, the citizen is also a consumer, and 
at various times a client. These three models cannot in practice be split, which is why a 
predominantly individualistic, or a predominantly communitarian view is rejected.
I have suggested that a major manifestation o f citizenship is seen in the way health and 
welfare services are delivered in specific countries. In the context o f this thesis the 
systems analysed were the American and the British systems. Broadly speaking these 
can be seen to demonstrate an individulalist political ideology (America) and a more
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communitarian/ collectivist view (Britain). It is however acknowledged that the latter is 
becoming more ‘Americanised,’ particularly in the field o f welfare provision.
An analysis o f the two systems led to the conclusions that, in the case of the American 
system of welfare and health, the tensions are unbalanced due to a pull in the direction 
o f consumerism. Several areas o f concern emerged. The fact that welfare and health 
are regarded as separate entities leads to problems, one o f which is to associate the idea 
o f welfare with a degree o f stigma which widens the gap between rich and poor. As far 
as health is concerned clearly the current system is inadequate but so too is the political 
will necessary to effect change.
The analysis o f the British Welfare State focused on the argument that the current 
situation has departed from Beveridge’s original plan. It is concluded that this 
departure is consistent with changes m communities and populations generally, and that 
the actual changes i.e from predominantly state-run services to a quasi-market situation 
will erode the basic ‘cradle to the grave’ philosophy.
In Britain there is some justification to the charge o f a ‘dependency culture’- as a result 
o f an overly protective and interventionist state— but the new proposals to remove 
welfare benefits constitute an unacceptable alternative to the ‘nanny state’. The idea of 
the state protecting the interests o f the most vulnerable groups must be upheld.
The idea o f citizenship is constantly evolving. Whether we consider global or national 
citizenship, socio/economic or political citizenship there is, inherent within the concept 
of citizenship, some expectation on behalf o f citizens o f a relationship with the state. 
This relationship is crucial to the way in which particular systems and services are 
delivered.
The concept o f citizenship cannot be separated from the idea o f rights. From the 
earliest perception of citizenship the notion of rights was central to it. From the point o f 
view o f this thesis it is welfare rights which are central. It is concluded that although a 
right to welfare camiot be subsumed under the general heading o f traditional natural
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rights, it must nevertheless be accorded some other status within the system, one which 
at least recognises welfare and health-care as part o f the formula for a flourishing life.
.
If the delivery o f health and welfare services is a manifestation o f citizenship (as it is 
argued) then consideration must be given to the role o f various institutions within such 
a plan. Public participation is essential to the idea o f the active citizen. This means that 
the active citizen must be allowed, enabled and empowered to participate at an 
individually chosen level in the delivery o f welfare and health care. In advocating a 
Neighbour-Centred Model o f citizenship therefore, a strong case is made for the 
inclusion o f the voluntary sector and any scheme related to health which encourages 
citizen involvement. A pluralistic state is conducive to this sort o f multi-sectorial 
involvement. In arguing for the inclusion o f the market it is assumed that this would 
remove the idea o f the monolithic state and allow for individual growth. The market 
must however be regulated by the state in order to protect citizens against unscrupulous 
individuals.
A critique o f the systems by Illich was useful in a) highlighting tensions and b) placing 
the tensions in perspective, hi the early nineteen- seventies, when the whole ethos of 
professional infiltration o f the systems was at its peak , in the United States and in the 
United Kingdom, Illich created a forum for debate which caused professionals and 
institutions to consider the notion that they themselves created the ‘needy’ client and 
that this would escalate as professionals grew in numbers. To the extent that Illich a) 
highlighted the need for self-assessment by professionals and b) predicted the likely 
outcome o f a society o f experts as perpetuating need, Illich’s arguments have acted as 
useful tools. Nevertheless when terms such as ‘médicalisation’ and ‘systématisation’ 
are used as generalisations some o f the force behind the arguments is lost. Thus those 
who have criticised Illich’s work may be justified in the claim that many of his 
arguments are unfounded.
A Marxist critique of the systems illuminated tensions which were specific to the 
economic system o f capitalism. I refer to the Mai-xist thinking on alienation, 
exploitation and class. Each of these is reflected in the working o f the systems of 
welfare and health as tensions. These tensions may be dormant or active, but their
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presence highlights the need for change. For example, in the light o f the observed 
parallels between the Marxist view o f class and the apparent inequality in seiwice 
distribution as found in the Black Report, a case can be made for some re-distribution of 
national wealth.
Finally, three firm statements can be made in relationship to health and welfare
;systems in the overall context o f citizenship.
F irstly, the idea o f providing a sustainable system o f welfare and health care to 
citizens is a major pre-occupation of governments in most countries o f the western 
world.
Secondly, the method o f deliveiy o f these seiwices is a manifestation o f the idea of 
citizenship.
Thirdly, it emerged that tensions exist within these systems o f welfare and health.
These tensions derive from the different conceptions o f citizenship which have 
developed in the modern period, and to a lesser extent from different conceptions o f 
welfare and health. The tensions are inevitable and can lead to progiess, although they 
can be destructive if  they lead to permanent disequilibrium.
256
APPENDIX.
The Origins of Citizenship
The aim of this Appendix is to provide details of historical aspects of citizenship.
These details are relevant to the overall perspective o f citizenship, but supplementary to 
the arguments raised within the various chapters. Since the thesis is concerned with 
specific models o f citizenship the references made to historical periods are seen as 
offering a more complete analysis while at the same time not detracting from the central 
arguments.
Many commentaries on the history o f citizenship appear to begin at the period o f the 
French Revolution. This creates the impression that the concept o f citizenship is a 
relatively modern phenomenon. This is misleading, for the foundations o f  citizenship 
are actually rooted in the early Greek and Roman periods. Indeed, throughout history we 
see at various times, (particularly during the Middle Ages), replications of these early 
styles o f citizenship
In many ways G reek  citizenship was unique in that it was highly exclusive; women, 
slaves, peasants and foreign residents were not included in Aristotle’s State.
Citizenship was a privilege usually inherited and ownership o f property was a 
requirement for the status o f citizenship. Duty and obligation were emphasised more 
than rights and entitlements. The city state was extremely compact and for that very 
reason its comparision with any modern type o f citizenship is umealistic. Considerable 
skill was expected from each citizen; they were required to act as politicians and 
administrators, as well as judges and soldiers. This system was organised so that some 
citizens would acquire political skills while others, particularly the youth would be 
trained in the laws o f government as well as military skills (Aristotle).
The idea o f a cosmopolitan view o f citizenship did not become popular until the time o f 
the Stoics whose philosophy had an important impact on both Gr eek and Roman 
politics. The Stoics basically held an egalitarian philosophy in which all men were seen 
as equal regardless o f race or status. Wisdom was seen as being the most important
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quality necessary for citizenship and all men were capapable o f achieving this. Two 
important doctrines emerged from Stoic philosophy one was the nature o f the 
relationship between man and God and the other was the idea o f the Law o f Natur e 
(Sabine 1952). Inherent in the law o f nature was the notion that various basic elements 
o f justice came from divine reason. This formed the basis for Natural Rights theory 
which has been referred to in more detail in chapter two (p28).
A more complex, though more flexible form o f citizenship evolved in the R om an era. 
The privileges and rules o f citizenship were engraved in The Twelve Tables (Barrow 
1949). By the fifth century there was complete equality before the law regardless o f 
race or status. The emperors Cato and Cicero emphasised the idea o f rights and 
obligations as ideals o f citizenship. The idea o f dual citizenship was also introduced so 
that one could have Roman citizenship despite residency in another town. Further 
expansion o f citizenship came about at the time o f Caracalla under whose scheme all 
except slaves were eligible.
However, Caracalla’s motivation for offering citizenship to vast numbers o f people was 
in fact corrupt and involved financial self -interest, and soon the whole concept o f civic 
responsibility was eroded. At the same time the system o f education had declined and 
Rome was now a vast empire apparently without moral purpose (Heater 1990).
There then followed an era in which the role o f the church became important in 
demanding loyalty from the people Constantine in his Edict o f Milan in 313 succeeded 
in inculcating a Clu'istian ethic into the lives o f individuals. This marked a period o f 
conflict between Church and monarch which continued into the medieval era. Men 
found themselves serving two masters (Heater 1990). At this time some o f the early 
nation states were emerging, including England and France. A new sort o f conflict 
arose between a feeling o f national and local identity.
Some o f the most sophisticated medieval cities were in Italy. These were loosely based 
on the Greek -City states. Perhaps one reason for the progi'ess o f these municipalities 
was the lack o f monarchy. The structure and size of these areas was very close to 
Aristotle’s compact polis . In fact this was the first revival o f Aristotlean politics which
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was now taking hold in parts o f Europe. Thomas Aquinas was a strong proponent of 
this ethic. Like Aristotle he thought that the puipiose o f political association was not 
material gain but virtue, and that the State should enable its citizens to achieve such 
virtue. Unlike Aristotle however Aquinas was not interested in specific types of 
government. Any regime, whether it was ruled by one or many, was seen as a just 
system as long as it promoted the common good (Black 1988).
Along with the revival of the Greek type citizenship in the th irteen th  and fourteenth  
centuries there was also considerable progress in the study o f Roman law and history. 
Under the influence o f scholars such as Machiavelli cities like Florence were beginning 
to display an interest in an active citizenship. Florence was unique among the cities in 
that it had a constitutional form o f government and all men except labom ers held 
citizenship status. Machiavelli along with contemporaries Leonardo Bruni and others 
were instrumental in conceiving a republican view o f citizenship. M achiavelli’s State 
could be described as modern in that he saw it and its institutions as the building blocks 
of society’s individuality and power (Plamenatz 1963). According to Machiavelli, the 
citizen must be prepared to protect the State against intruders and in that respect he saw 
a citizen army as being o f crucial importance.
The seventeenth century  marked a critical period in the history o f citizenship. Heater 
refers to some of the factors responsible for this.
1. Acknowledgement o f the fact that the State was essential to the notion of 
citizenship.
■ f
The importance of citizenship at this time was also seen in the wrtiting o f Jean Bodin. 
Two elements in his work have received much attention in the literature. One was his 
emphasis on the importance o f the family, and the other was the relationship between 
the individual and the sovereign. According to Bodin the family forms a natural unit 
and from this the State and all other communities evolve. The father o f the family 
becomes a citizen once outside his own house and interacts with other fathers. 
Citizenship is then subjected to the sovereign since the key elements o f the State are the 





2. The supreme authority o f the monarch was now being challenged and this was 
particularly important in view o f the religious context at the time.
3. A legal distinction was now being drawn between aliens and residents and the idea 
o f rights was also being questioned (Heater 1990).
Citizenship was still medieval in nature. The gentiy controlled many functions of 
government. Only property owners could vote. Towards the end o f the century 
however various legislation was passed on behalf o f the ordinaiy man. Religion 
continued to be a central aspect o f citizenship. Church attendance was compulsory and 
Catholics were considered to be second class citizens. Much political debate continued 
on the issue o f the franchise, who should be included and who should not. The issue of 
religious toleration was also under scrutiny. Another important topic during this period 
o f individualism was property and its rightful owner. Two groups whose importance is 
recognised are 1, The Levellers and 2. The Diggers.
. ' f
1. The Levellers were an off-shoot o f Cromwells army , a small group o f politically 
minded men from the lower classes. Their aim was to TeveT differences socially, 
politically and in terms o f property rights so that equality could be achieved. (Sabine 
1952).
2. The Diggers were a group o f radical socialists whose aim was to dig up some 
common land so that it could be divided among the poor. Like The Levellers the group 
eventually collapsed. Both groups believed in the law o f nature. For The Leveller this 
became a particular vision o f rights in particular property rights. The Digger saw the 
law o f nature in a more communal right to property especially the land (Sabine 1952).
By the middle of the eighteenth century there was political unrest in many countries.
It was also a period o f great public interest in politics both in England and other parts o f 
Europe, particularly in France.
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A major landmark in the history o f citizenship was the French Revolution. It was then 
that the term ‘cityeon’ was flaunted as embodying the ideals of liberty, equality and 
fraternity. However, since the Revolution lasted for ten years, and since it included a 
period o f ‘teiTor’ with devastating consequences, it is unlikely that any o f these ideals 
held much force at the time. Fraternity for example was supposed to portray a feeling 
o f fellowship but in fact in a very short time many groups had become informers (p47). 
Liberty also turned out to be rather a flimsy label although the replacement o f absolute 
monarchy by a Constitution was hailed as immense progress in 1789. As far as 
equality was concerned apart from the fact that it secured the franchise for more men 
than any other countiy at that time, the Declaration o f Rights itself was worded in quite 
vague terms with ample scope for manipulating it to suit particular influential members 
o f government. In spite o f all o f its flaws the Revolution served to focus attention on 
the concept o f citizenship. It also provided many future political theorists with a basis 
for discussion- Marx On The Jewish Question is an example (pl78).
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As far as the effect o f the Revolution on the future is concerned it was the idea of 
National Sovereignty which was the most crucial outcome. In practice this meant the '
absolute power o f the nation to do whatever it chose via its representatives. This 
included ruling the Church, controlling all levels of education, and destroying the 
ancient provinces (Barker 1951).
Another view o f the nation state and citizenship is seen in German Romanticism. This 
period epitomised the idea o f the ‘V olk’ or ‘Folk’. This was an entity which created 
culture in the form o f music and folklore. But this was not something which ran 
alongside the working o f the State, for it was actually identified as being part o f the 
State. This was yet another version o f the all-inclusive Nation -State fr om which 
emerged Hegelianism which was discussed in chapter three (p53).
The histoiy o f citizenship throughout the nineteenth and tw entieth  centuries is very 
much concerned with the establishment o f political and social rights. Suffr age was only 
one aspect o f citizenship still to be adequately resolved. Religious toleration was still a 
problem but was alleviated somewhat by The Catholic Emancipation Act of 1829.
Other factors influencing the importance o f citizenship at this time can be summarised 
broadly under economic, philosopical and political themes. Thiere was a growing 
political awareness among the working classes as trade unions, friendly societies and 
co-operatives evolved. The middle class professional was beginning to demand a more 
just society with some sort o f participatory role in government decisions. Under the 
influence o f Kant and Hegel the importance o f the State for the individual was now 
under scrutiny. Economically the idea o f property and citizenship needed to be 
addressed (Heater 1990).
From the outline provided, so far it is clear that citizenship is continuously evolving and 
that the next stage must involve more than suffrage. The desirability o f and necessity 
for some form o f public involvement comes into focus. Beveridge among others 
recognised the need for economic and social equality in order to achieve a more just 
society (pl43). This would require more action on the part o f the State.
American Citizenship
This brief review o f American Citizenship is intended to provide a background to the 
previous analysis o f various aspects o f the country’s unique system o f service delivery 
specifically health and welfare (chapter 7) and philosophical aspects o f its political 
ideology (chapter 2).
In contrast to its European coimterparts, the begimiing o f a realisation o f the concept o f 
citizenship emerged at a later stage. The histoiy o f American citizenship begins with 
the birth o f the new country, that is at the time o f the first settlements. The early 
colonies, by virtue o f their diversity in terms o f culture and history formed the basis o f 
modern American citizenship. Several factors were influential in drawing attention to 
the need for a particular perception of citizenship at this early stage. These included: 
political umest in Europe, the Religious Wars, famine and the slave trade. The 
immigrants and colonists were keen to create a whole new society although they were 
limited to some extent in this enterprise by the fact that they were under British rule. 
The various immigrants brouglit with them their political beliefs as well as their
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The Amendments in the Constitution have given a strong legal foundation to the 
concept o f citizenship for Americans. It is The Constitution which is quoted and 
depended upon whenever rights are in question. According to Brogan more respect is
knowledge and culture. In this setting a sort o f semi- English style citizenship evolved 
between the new settlers and the colonists. Since there was obviously some confusion 
surrounding citizenship status the question o f distinguishing aliens from English 
subjects and from naturalised subjects, some soil of internal arrangement had to be 
made. This took the form o f reciprocity so that the immigrant voluntarily accepted 
membership o f the community and the colonists agr eed. (Heater 1990). Thirteen 
colonies evolved in this way.
By the middle o f the eighteenth century there was conflict between the colonies and the 
home country. As in England there was heightened political conciousness. The 
Declaration of Idependence stated that the the constitutions were invalid so new ones 
were drafted. In fact this period provided an opportunity for people to act as citizens in 
the participative sense in so far as they were invited to confirm their agreement to a new 
constitution.
Paine and Jefferson were extremely influential in encouraging the colonies to seek
independence. Jefferson who represented the Southern Plantation and frontier farmer
interests has been referred to as the prophet o f democracy (Simons 1929). He wrote
extensively on the topic o f citizenship. But a particular vision o f citizenship prevailed.
The writers of The Constitution were not so much concerned with suffrage as with the 
.process o f naturalization and whether an individual should be a citizen o f his own state 
or o f the United States. The Constitution finally decreed that citizens of each state 
would be entitled to all the privleleges o f several states.
Gi'adually the barriers to frill citizenship such as wealth, property and religion were 
removed. But Negroes, slaves and women were excluded. It was not until after the 
Civil War 1865 that slavery was abolished under the thirteenth Amendment and a year 
later the Civil Rights Act accorded the same rights to blacks as to whites (Heater 1990). 
Even then voting rights were not included until the Fifteenth Amendment.
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shown generally to The Constitution than any other political body (Brogan 1960).
This seems to be a reasonable assumption given the diversity o f states and cultures and 
the level o f population mobility. Having one particular set o f written rules nationally 
applicable would appear to be a necessity.
hi summaiy it could be said that citizenship is a complex and continuosly evolving 
concept. Part o f the reason for its complexity, I believe is that it can never be 
considered in isolation from the state, the community and the individual. Equally the 
political, social and economic citizen must be seen as part o f a whole.
A certain repetition o f ideas is evident tliroughout history. Aspects o f Greek and 
Roman citizenship have been revived at intei'vals. The idea of civic virtue as portrayed 
in Aristotlean thought was seen also in the writing o f Machiavelli and again in The 
United States under president Andrew Jackson. Conditions necessaiy for achieving 
citizenship appear remarkably similar throughout history especially with regard to 
property ownership and wealth. Religion and race have also been important factors. 
With regard to American citizenship it emerges as being unique in that it began with 
the birth of the new countiy. The Constitution and Declaration o f Independence gave it 
a solid legal foundation. The philosophy o f Locke has also been influential in the 
writing o f the Constitution and the subsequent laws proecting individual property rights
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